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In the struggle against sepsis, CHLOROMYCETIN — effective “... against most bacteria, Rickett 


Treponema, and some viruses...’”!—has proved a dependable weapon in a variety of infections. 


‘Over 90 per cent of staphylococci isolated from infections in most institutions are relatively sensiti 
to chloramphenicol.”? In a study of a significant number of gram-negative organisms it was foul 
that CHLOROMYCETIN was more effective in in vitro sensitivity tests than were other widely us 
broad-spectrum antibiotics.3 Moreover, through the years, the incidence of strains of bactet 


resistant to CHLOROMYCETIN has remained virtually constant and strikingly low.*-7 


IN VITRO SENSITIVITY OF GRAM-POSITIVE ORGANISMS TO CHLOROMYCETIN A 
TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS* 


CHLOROMYCETIN (254 strains) 89 


ANTIBIOTIC A (260 strains) 


ANTIBIOTIC B (261 strains) 
ANTIBIOTIC G (255 strains) 


*Adapted from Leming & Flanigan.* 
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Experimental and Clinical Use 
Of Intravenous Fibrinolysin Therapy 


Paut W. Boytes, M.D. 
MIAMI 


Fibrinolysin is a naturally occurring enzyme 
of the blood. It is normally present in an inactive 
form called profibrinolysin, which can be activated 
by several different agents, including streptoki- 
nase. Injections of purified streptokinase induce a 
fibrinolytic mechanism in man which dissolves 
fibrin clots.1 Systemic reactions, however, such 
as chills, fever, and shock occur following the 
administration of streptokinase. Inhibitors in the 
circulating blood against streptokinase may be 
responsible for the systemic reactions. 

Intravenous infusion of active fibrinolysin is 
another method for inducing fibrinolytic activity. 
Technical advances in the purification of human 
profibrinolysin, which is activated with relatively 
small amounts of streptokinase, provide a prepara- 
tion of active fibrinolysin. The objective evalua- 
tion of intravenous fibrinolysin therapy on experi- 
mental blood clots and preliminary application in 
patients with thromboembolic diseases is present- 
ed in this paper. 

Methods 

Radio-opaque blood clots were produced in 
leg veins and in coronary arteries of dogs by 
methods which I have previously described.?-4 
The fate of the clots was determined by serial 
x-ray examinations in both contro] and treated 
animals. 

Results 

1. In Vivo ErFects oF INTRAVENOUS FIBRI- 

NOLYSIN.—The effects of a rapid infusion of hu- 


From the Coagulation Research Laboratory, Miami Heart 
Institute, and the Department of Medicine, 
Miami School of Medicine. 

Read before the Florida Medical Association, Eighty-Fiftt: 
Annual Meeting, Bal Harbour, Miami Beach, May 5, 1959. 
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man fibrinolysin on the various coagulation tests 
are illustrated in figure 1. The most striking ef- 
fects are reduction of prothrombin consumption 
and fibrinogen and an increase in fibrinolytic 
activity. These changes usually revert back to 
normal within 24 hours in the average dog. 


2. EFFECTS OF INTRAVENOUS FIBRINOLYSIN 
THERAPY ON Rapio-Opaqgue CLots.—Radio-opa- 
que blood clots were produced in the leg veins of 
dogs by injecting a mixture of thromboplastin 
and radio-opaque material into a temporarily 
occluded vein segment. The fate of the resulting 
radio-opaque clot was subsequently determined 
by x-ray examination. The x-ray appearance of 
such a clot is presented in figure 2. Intravenous 
administration of a single injection of 200,000 
units of fibrinolysin dissolved these clots in seven 
dogs within 24 hours, whereas the control clots 
required a period of from five to seven days to 
dissolve. 

A similar technic was used to produce radio- 
opaque coronary thrombi in dogs. Intravenous 
fibrinolysin therapy in doses between 400,000 
and 1,350,000 units given within one-half to one 
hour after the formation of the clots did not 
significantly accelerate the lysis of these clots. 
X-rays from one treated dog are illustrated in 
figure 3. The coronary thrombi in both the control 
and treated animals dissolved in six to 10 days 
after the formation of the clot. More recent 
experiments have indicated a rapid lysis for these 
coronary thrombi by administering fibrinolysin 
into the root of the aorta during the diastolic 
phase of the cardiac cycle. 
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Fig. 1.—Effect of intravenous fibrinolysin administration 
on the various coagulation factors. 





Fig. 2.—X-ray of radio-opaque blood clot in dog vein 
one hour after clot formation and prior to the systemic 
injection of fibrinolysin. 
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FIBRINOLYSIN THERAPY 





Fig. 3.—Serial x-rays from a dog with a radio-opaque 
coronary thrombus: (A) at the time of surgery, (B) 
one hour after clot formation and prior to the infusion 
of fibrinolysin, (C) two hours after the fibrinolysin 
therapy, and (D) four hours after the fibrinolysin 
therapy. 


3. PRELIMINARY OBSERVATIONS OF _ INTRA- 
VENOUS FIBRINOLYSIN THERAPY IN PATIENTS.— 
In 11 patients with various thrombotic episodes 
19 infusions were administered in doses between 
100,000 and 300,000 units dissolved in 200 ml. of 
5 per cent dextrose and saline. In four of these 
patients treatment was started within 72 hours 
after the onset of symptoms. In these patients 
there was good clinical evidence that the occluded 
vessels became patent within 24 hours after 
therapy was instituted. In three patients who were 
treated later than three days after the onset of 
symptoms, no significant clinical improvement was 
noted. The remaining four patients died shortly 
after therapy was started, and the response could 
not be evaluated. Concurrent anticoagulant ther- 
apy was used in all but one patient. In no instance 
was hemorrhage noted. Fifty per cent of the 
patients exhibited some type of systemic reaction. 
The most common reactions were chills and fever. 
In one patient hypotension developed after the 
first infusion, which required treatment, and 
subsequent studies revealed the presence of anti- 
bodies in his blood against both streptokinase and 
fibrinolysin.> A transient erythematous rash de- 
veloped in one patient on the sixth day after 
starting therapy. The effects of the repeated 
injections of fibrinolysin in this patient are il- 
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Figure 3(B). 





Figure 3(C). 
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Figure 3(D). 


ACUTE CEREBRAL THROMBOSIS 
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Fig. 4.—Serial blood studies of a patient treated with 


five intravenous infusions of human fibrinolysin. 


lustrated in figure 4. The most striking changes 
were elevation in the circulating level of fibri- 
nolytic activity, and decrease in the level of 
fibrinogen. These systemic reactions have de- 
creased by prolonging the time of the infusion 
from 30 minutes to four hours. No attempt was 
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made to ameliorate these reactions with anti- 
pyretics or antihistamines, which would probably 
reduce the incidence of systemic effects. 


Summary 


Intravenous fibrinolysin therapy is effective 
in dissolving venous blood clots. Arterial thrombi 
are effectively treated with segmental injection of 
interarterial fibrinolysin. Preliminary observations 
in patients are encouraging when fibrinolysin 
therapy is initiated within three days after the 
onset of symptoms. Systemic reactions have oc- 
curred rather frequently after rapid infusions and 
less frequently after slow, prolonged intravenous 
administration. The systemic reactions, which in 
many respects are similar to those encountered 
with streptokinase, emphasize the need for further 
study. 


Human Fibrinolysin (Actase) used in these studies was 
supplied by Drs, Singher and Chapple, Ortho Research Founda- 
tion, Raritan, : 
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Discussion 


Dr. Georce T. Harretr, Gainesville: The treatment 
of thrombosis of blood vessels is a problem of prime 
importance to Florida physicians. The increasing age of 
our population makes our people more susceptible to the 
development of clots in the vessels. The frequency of 
venous involvement, particularly peripheral thrombo- 
phlebitis, has been well recognized for years. The danger 
in venous thrombi lies in the pulmonary emboli which 
frequently follow and often are fatal. In Florida arterial 
thrombi also present a particularly difficult and frequent 
therapeutic problem. In the case of peripheral occlusion 
a surgical approach can be made, but in the more fre- 
quent coronary and cerebral thromboses few effective 
measures have been devised. Dr. Boyles’ experience 
parallels that of others in that venous thromboses are 
more readily attacked than are arterial ones. 
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In attempting to evaluate data in any new therapeutic 
approach one must first be familiar with the natural 
history of the disease. The results reported reflect the 
collateral circulation which is available. The large number 
of anastomoses between veins give ready access by the 
enzyme to the clots. The meager collateral circulation in 
the coronary and cerebral arterial systems is the reason 
for the use of intra-arterial injections in these areas. In 
the normal course of events thrombi will begin to re- 
canalize. I wonder if Dr. Boyles has made sections of his 
control animals to see if the clots have dissolved at eight 
days or whether they have organized and begun to form 
a new channel. The age of the clot is apparently a factor 
of prime importance in anticipating a favorable result. 
The experience of Dr. Boyles parallels that of others; little 
effect is achieved if treatment is started after the third 
day. The experiments in animals cannot be extrapolated 
to the treatment of many cases in human beings. Very 
rarely does the physician see the patient within one hour 
after the formation of the acute clot, and the difficulty 
in diagnosis of a thrombus this early in the course of the 
disease is familiar to us all. The experience of all workers 
in this field indicates that acute thrombi lyse more readily 
than do chronic ones. 

Various investigators have used a series of lytic agents. 
Some years ago in another state we tried early prepara- 
tions of trypsin of animal origin, but found the material 
relatively ineffective and its use- was accompanied by 
rather severe side reactions. Streptokinase has been used 
as a lysing enzyme. This material is also derived from 
a foreign source; in many persons antibodies to it de- 
velop as a result of repeated streptococcal infections. The 
rash as well as the more severe reactions with chills, 
drop in blood pressure and other evidence of anaphylactic 
phenomena are undoubtedly the result of antigen-anti- 
body reactions in the blood. On theoretic grounds 
fibrinolysin should be the preparation of choice. The 
material can be derived from either human or bovine 
serums. In spite of the fact that the human material 
should not contain foreign antibodies, reactions have 
occurred in 50 per cent of human patients after its use, 
and the experience of Dr. Boyles parallels that of others. 
Should better means of processing be found to reduce 
these side reactions, it still may not be possible to obtain 
as much material of human origin as necessary. It is 
fortunate that a bovine source is available since experi- 
ence with antiserums in infectious diseases indicates that 
this species produces relatively few reactions. An ex- 
cellent review of research methods for studies in this 
field has recently been published (Annals New York 
Academy of Science 68:97, 1957.) 

The experiments reported by Dr. Boyles indicate the 
need for dependable laboratory determination of clotting 
factors in order to control therapy. The recommendation 
that anticoagulant therapy be simultaneously administer- 
ed is in keeping with the conclusions of other workers 
in the field. The difficulty in achieving an effective con- 
centration of enzyme at the site as shown by the animal 
experiments has wisely led Dr. Boyles not to attempt 
treatment of coronary thrombosis in human beings at 
this time. 

It should most forceably be pointed out that this 
paper demonstrates well that good research with an 
experimental approach can be accomplished by a physi- 
cian who is primarily in private practice. 
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Some Common Orthopedic Problems 
In Industry 


GeorceE F. Wirkins, M.D. 
BOSTON, MASS. 


Just 25 years ago, I had the privilege of 
spending a year at the Riverside Hospital in 
Jacksonville under the tutelage of Dr. Edward 
Jelks and the late Dr. Harry A. Peyton. This 
was during the depression, and in Florida there 
was no tourist trade to speak of; there was little 
if any industry; and the economy of the state 
was almost, entirely agricultural. Since that time, 
the tremendous growth of Florida with the influx 
of industry of all types has served to convert 
much of the economy from an agricultural to an 
industrial one. Thus many, if not most, physi- 
cians of this state now have some contact with 
industrial medical problems, either in the treat- 
ment of employees as private patients or in pro- 
viding medical services of various types to in- 
dustry on some sort of a regular arrangement 
basis. 

Since I was advised that the majority of this 
audience either specializes in or has a special 
interest in Orthopedics and/or Trauma, it seem- 
ed appropriate for me to select subjects in this 
field, though not being an orthopedist myself, 
I approached the assignment with some trepida- 
tion. I thought, however, that you might be in- 
terested in a few problems with which the Medi- 
cal Department of a large industry is periodically 
or regularly confronted. 


Knee Injuries 


Injuries of the knee can present difficulties 
both from the point of determining compensation 
liability and in rehabilitation. Since the knee 
joint is supported by a good capsule and reason- 
ably strong ligaments, one would expect a fair 
amount of stress to be necessary to produce semi- 
lunar cartilage injury—that is, a sudden forced 
twisting movement of the knee with the foot 
fixed, such as occurs in a fall while skiing, for 
example. It is true that in most instances a def- 
inite history of suddenly unusual trauma is ob- 





Medical Director, New England Telephone and Telegraph 
Company, and Associate Clinical Professor of Occupational 
Medicine, Harvard University. > 

Read before the Florida Association of Industrial and Rail- 
way Surgeons and the Florida Orthopedic Society, Bal Har- 
bour, Miami Beach, May 2, 1959. 


tained. This is not always the case, however, as 
can be attested by anyone who sees knee in- 
juries of this type in any volume. 

Most of our Telephone Plant craftsmen do 
some climbing as a part of their regular duties. 
Also when installing phones or running and re- 
pairing cable, they may work in a squatting posi- 
tion for varying periods of time. It is surprising 
how frequently we see cases of internal derange- 
ment of the knee, allegedly incurred merely in 
stepping to the ground from the bottom rung of 
a ladder or arising from a squatting position 
without any history of definite or recognized 
twist, slip, fall, or other untoward incident. Fur- 
thermore, the patients almost always are young 
men in their twenties or early thirties with good 
general muscular development. 

In the absence of any apparent unusual event 
occurring during the work operation, the question 
always arises as to whether this is or is not an 
industrial and compensable condition. If sub- 
sequent investigation discloses no history or rec- 
ord of prior knee injury, and most of them do 
not, the case usually is accepted as a new injury 
arising out of and during the course of employ- 
ment. This acceptance results in great unhap- 
piness among the safety and accident prevention 
people since they believe they are being charged 
with a lost time accident when, in their eyes at 
least, there actually was no accident, and they 
usually blame the industrial physician for this 
additional blot on their safety record. 

The problem in rehabilitation of knee injuries 
relates almost exclusively to the nonindustrial 
case. The industrial injury almost always comes 
to the prompt attention of the plant physician, 
who either institutes treatment himself or directs 
the patient to the care of an orthopedist. The non- 
industria] patient, however, usually is treated dur- 
ing the acute phase by his personal physician and 
ordinarily is not seen at the plant Medical De- 
partment until anywhere from two to several 
weeks later for evaluation of ability to return 
to work. By this time the joint effusion has sub- 
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sided, the ligaments have healed, and if the semi- 
lunar cartilage has not been injured, the knee 
itself has returned to an essentially normal state. 
The patient, however, iz still disabled because of 
atrophy and weakness of the quadriceps group. 
As you all know, measurable loss of tone of this 
muscle group has been demonstrated as early as 
six hours following trauma to the knee joint, ap- 
parently as the result of unfavorable reflex stimuli 
from the site of injury. In our experience it is 
rare indeed for the physician other than an ortho- 
pedist or surgeon commonly dealing with trauma 
to pay much attention to the quadriceps. Con- 
sequently, quadriceps setting exercises usually are 
not introduced so that with immobilization of the 
knee, the atrophy and loss of tone rapidly pro- 
gress, and of course subsequent walking or stand- 
ing fails to provide much exercise for the quad- 
riceps group. Neither does heat, massage, or 
passive manipulation accomplish anything sub- 
stantial in the restoration of tone and muscle 
mass. Consequently, in this type of case active 
muscle setting exercises against resistance must 
be undertaken, but since they have been started 
many weeks too late, the disability for work is 
unnecessarily prolonged. 
Cervical Radiculitis 

Another condition that I should like to dis- 
cuss for a few moments is that of cervical radic- 
ulitis secondary to degenerative changes in the 
cervical spine and the relative frequency with 
which it is unrecognized. Symptoms, of course, 
vary from patient to patient, but they are suf- 
ficient to produce disability for work in a sub- 
stantial number of cases. 

When symptoms occur in the cervical region, 
ordinarily no diagnostic problem is involved since 
failure to respond quickly to local heat and anal- 
gesics usually results in an x-ray of the cervical 
region being obtained and the diagnosis estab- 
lished. As with many other types of inflammatory 
processes, however, pain may be referred to areas 
other than the site of the lesion—in this instance, 
to the upper extremity. In many cases, even with 
referred pain, a careful history and examination 
will immediately lead one to suspect the proper 
diagnosis. The burning character of the pain, its 
intensification at night as a result of the reclining 
position, and the presence of sensory disturbances 
in one or more fingers are common and are typical 
of this condition. 

In our experience, however, there are a sub- 
stantial number of cases in which pain is refer- 
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Figure 1. 


red to and symptomatically limited to the shoul- 
der area. Here one is apt to consider the condition 
as subacromial or subdeltoid bursitis and treat 
the patient accordingly, of course, with failure 
to respond and with prolongation of symptoms 
and disability. 

The patient whose x-ray is shown in figure 1 is 
a 51 year old executive. In 1951 at age 43, he ex- 
perienced pain localized to the right shoulder 
which was diagnosed by his personal physician 
as bursitis. He was treated by local heat to the 
shoulder and shoulder exercises. The symptoms 
persisted for several months, but finally cleared. 

In the fall of 1953 the shoulder pain recurred, 
and again he was treated with local heat to the 
shoulder. This was ineffective, and he was refer- 
red by his personal physician to a neurosurgeon 
for consultation. His history as subsequently ob- 
tained indicated that the neurosurgeon told him 
he might have a “cervical rib,” but he obtained 
no x-rays and prescribed no treatment. Some six 
weeks after onset, the pain became sufficiently 
severe so as to disable him for work for two 
weeks. At the end of that time he voluntarily 
came to our Medical Department prior to a con- 
templated return to work. 

X-rays of the cervical spine revealed degener- 
ative changes with considerable narrowing be- 
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ty cen C6 and C7. Clinically at that time he had 
exellent range of shoulder motion and only slight 
li: 1itation of cervical mobility on left lateral bend- 
in. Since his home was approximately 100 miles 
from Boston and since he was anxious to go home 
fcr the weekend, he was given a cervical traction 
aj/paratus and instructed to apply it continuous- 
ly in bed for a 24 hour period, using from 6 to 8 
pounds of traction. Three days later, after the 
weekend, he returned having obtained consider- 
able relief and having been able to discontinue 
codeine that he had been taking. He then was 
given a Forrester collar to wear during the day 
and instructed to use the traction while sleeping. 
On this regimen he was able to discontinue all 
medication, even aspirin, within a five day period. 

Although he remained comfortable, he con- 
sulted us again some two months later because 
his wife had noted some fibrillations of the mus- 
cles of the right upper arm. At that time we 
recommended cervical myelography primarily to 
rule out any possibility of a cord tumor. This 
was done, and while a cord tumor was ruled out, 
the myelograms definitely showed a disk hernia- 
tion. He was not operated upon, but continued 
with the use of the collar and night traction for 
several months. For approximately the last four 
years he has used neither and has remained 
symptom-free. 

The patient whose x-ray is shown in figure 2 
is a 54 year old executive first seen in August 
1953 because of pain in the right arm of three 
weeks’ duration without a history of injury or 
other known precipitating cause and without a 
history of previous similar difficulty. Although 
he had no cervical symptoms, cervical motions 
were limited, and on questioning he complained 
of some paresthesias in the right hand and fingers. 

His x-rays revealed much degenerative change, 
as shown in figure 2, with considerable narrowing 
of the space between C6 and C7, especially in 
the posterior portion. 

He was given 15 pounds of cervical traction 
for 20 minutes on five successive days with com- 
plete relief at the end of that time. Three weeks 
later his symptoms recurred and again were 
relieved with four treatments. He then was symp- 
tom-free for two years. In 1956 his symptoms 
recurred briefly following a virus infection and 
again were promptly relieved by traction. 

The x-ray in figure 3 was taken as a foilow- 
up on the occasion of a visit to the Medical De- 
partment in October 1958 for an unrelated con- 





Figure 2. 





Figure 3. 
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Figure 4. 


dition. The degenerative process has changed 
little in the five year interim, and he has continued 
symptom-free. 

Although cervical radiculitis perhaps is not as 
frequent as the acute and chronic types of sub- 
deltoid bursitis, failure to recognize it when it is 
present is unfortunate since it can be promptly 
relieved in most instances by the judicious use 
of cervical traction whereas treating it as a 
bursitis results in needless prolongation of dis- 
comfort and of disability. For several years now 
it has been our routine always to include x-ray 
of the cervical spine whenever ordering shoulder 
films or vice versa in any patient when the cor- 
rect diagnosis is not immediately evident on the 
basis of objective clinical findings. 


Congenital Anomalies of the Lower Spine 


The “industria] back” is a hardy perennial in 
the field of industrial medicine. Volumes have 
been written on it. Among industrial injuries it 
continues to occupy a place high on the list of the 
costs of doing business, and it probably is safe 
to say that no other single condition provokes 
more head scratching, promotes more litigation, 
and consumes more time on the part of the 
industrial physician, the attorney, the insurance 
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carrier, and the compensation commission, than 
does this one syndrome. Because psychic as well 
as organic factors can be involved and because 
organic pain can be present without demonstrable 
organic abnormality, the low back continues to 
vex us. 

In that complete or permanent relief from 
any form of treatment is uncertain in so many 
cases, much industrial effort over the years has 
been devoted to ways and means of prevention. 
Safety programs, including instruction of work- 
men in proper methods of lifting and the pro- 
vision of power lifts for the heavier types of work 
operations, have served to lessen the incidence 
of low back injuries to some extent. In recent 
times much attention also has been given to 
methods of selection and proper placement of the 
workman himself—to avoid putting a boy on a 
man’s job, so to speak—for it seems reasonable to 
assume that the person with significant structural 
or functional impairments of the back will be 
more susceptible to injury from a given amount 
of stress upon his back than will someone without 
such impairments. It therefore follows that a 
program of careful pre-employment or preplace- 
ment medical examination will serve to detect 
many such potential accident hazards, and such 
a program does accomplish much. 


A physical examination by itself, however, 
will not detect the many bony defects that may 
exist. Consequently, for the sake of a more com- 
plete examination and evaluation, many industries 
have embarked upon programs of x-ray of the 
lower back as a routine in the preplacement medi- 
cal examination of applicants for jobs requiring 
reasonably heavy physical effort. Rather than 
contributing to a solution, this procedure in some 
respects seems to have compounded the problem. 
Particularly, I refer to the matter of congenital 
anomalies and their importance or unimportance. 
This has been and continues to be a moot sub- 
ject. There are of course certain congenital] de- 
fects, perhaps better termed abnormalities rather 
than anomalies, in the presence of which heavy 
physical work probably should not be undertaken. 

Figure 4, for example, illustrates a case of 
spondylolisthesis. One would almost certainly 
conclude that this represents a distinct hazard 
for back injury. There is a large defect in the 
posterior elements of L4 with anterior displace- 
ment of L5 on the sacrum. There also is an exag- 
gerated lumbar lordosis. At the time of examina- 
tion, this young man was 17 years of age and 
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ya: applying for summer work in our cable forces, 
on of the heaviest types of work of all of our 
plat crafts. We did not think that he should 
be medically recommended for such an assign- 
m: nt. 

Other similarly pronounced congenital ab- 
normalities which we consider to be disqualifying 
fo: heavy work are listed in table 1. 


= 


Table 1.—Congenital Anomalies 


Disqualifying conditions for heavy work 

1. Transitional fifth lumbar vertebra 

2. Unilateral articulation of transverse prucess 
with sacrum 

3. Extensive spina bifida occulta 

4. Spondylolisthesis 

5. Prespondylolisthesis (defect of pars interarticu- 
laris 

A greater problem of decision presents itself 
in the case of the less dramatic anomalies such 
as variations in articular facet structure, minor 
spina bifida occulta, extra lumbar vertebra, en- 
larged lumbar transverse processes, et cetera. In 
the case of the articular facets, some orthopedists 
believe that significant variations result in an 
unstable back, thus predisposing one to low back 
strain. Conversely, others believe that they are 
of no importance. Many radiologists do not even 
comment upon such anomalies when examining a 
film and usually report such film as normal unless 
they have been specifically requested in advance 
to look for and comment upon the facet structure. 
For a time we believed that facets were unimpor- 
tant as long as they were symmetric at the same 
level, but that if they faced differently at the 
same level, this position would predispose to in- 
stability. We since have changed our opinion. 

More often than not, congenital anomalies of 
the lower spine are apt to be multiple. 

In the applicant whose x-ray is shown in fig- 
ure 5, the facets between L4 and LS5 face oblique- 
ly on the right and transversely on the left. Be- 
tween L5 and the sacrum, they face transversely 
on the right and anteroposteriorly on the left. 
In addition, the left transverse process of L5 is 
large and articulates with the sacrum, whereas 
the right is of normal size. 

In another young man, incomplete closure of 
the neural arches of L5 and of the first sacral 
segment is demonstrated roentgenographically in 
figure 6. In addition, there is a large winglike 
transverse process of L5 on the left which articu- 
lates with the sacrum and with some bone reac- 
tion evident. 





Figure 5. 





Figure 6. 
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Both of these examinations were made in 1953 
when the Company was hiring substantial num- 
bers of young men for plant craft assignments 
and when we had iust instituted low back x-rays 
as a routine in preplacement examinations con- 
ducted at the Company’s Boston Medical Office. 
At that time our medical recommendation was un- 
favorable for both applicants with regard to un- 
dertaking heavy work. Today, we probably would 
recommend the first medically, but would not 
modify our original opinion on the second, chiefly 
because of the bone reaction about the articula- 
tion of the enlarged transverse process. 

As nearly as I have been able to determine, 
these lesser congenital anomalies of the lower spine 
do or do not constitute a predisposition to back 
injury depending upon whom one consults. In the 
absence of any conclusive studies one way or the 
other on the subject, such divergent opinions 
seem to be the result of individual personal ex- 
periences and convictions. 


Special Study 


Employees of the Bell System by no means 
are immune to back injuries. Some of the Oper- 
ating Companies have programs of routine low 
back x-ray examination as a part of the pre- 
employment medica] procedure; others do not. 
In 1955. a Medical Committee which I had the 
honor to chair, was appointed to study the back 
injury problem within the Bell System as a whole. 
To obtain a sufficiently large number of cases, the 
study covered the experience over a three year 
period. By means of a special questionnaire, cer- 
tain basic data were obtained on each individual 
occurrence during this period in which either dis- 
ability or job modification because of the injury 
(disability assignment) resulted. 

Seventeen hundred and thirty-nine occurrences 
of such industrial back injuries of all types and 
at all spinal levels were collected. The total num- 
ber of industrial injuries of all types for this same 
period was 6,517, so that back injuries represent- 
ed 26.6 per cent of the total injuries sustained. 

As one segment of this over-all study, it was 
hoped that an analysis of this group of cases 
would permit some definite conclusions to be 
drawn concerning the significance of congenital 
anomalies as a predisposition to low back strain. 
For example, an attempt was made to correlate 
the experience of those companies having a pre- 
placement back x-ray program with those which 
did not. It soon became apparent, however, that 
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correlation was impossible because of the presence 
of so many variables such as rate of hire, labor 
turnover, number of transfers from one job as- 
signment to another, and number of employees 
in each company without back injuries, some of 
whom had had pre-employment back x-rays and 
some of whom had not. The Committee, there- 
fore, as an alternative, studied the results from 
the aspect of severity rather than frequency since 
this was measurable and reasonably comparable. 

For this purpose, all cases not preventable by 
any type of pre-employment examination were 
excluded, such as the fractures, contusions and 
abrasions, and multiple injuries. There was left 
a residue of 1,106 cases in which low back sirain 
was diagnosed. This group then was separated 
into three divisions according to postinjury x-ray 
findings only, as follows: 

1. Normal x-ray findings after injury. 

2. X-ray findings after injury which might or 
might not have been present at the time of em- 
ployment. This group consisted chiefly of cases 
of arthritis, other disease processes and narrow- 
ing of the fifth lumbar interspace and included 
134 cases labelled as herniated disk suspects. 

3. X-ray findings after injury revealing only 
congenital anomalies. 

These three divisions or groupings then were 
compared on the basis of average days of disabil- 
ity and average costs per case. 

Figure 7 compares the average number of days 
of disability per case. In the group with normal 
back x-rays the average was 21 days, while in the 
group with the congenital anomalies the average 
length of disability was 36 days. The average 
period of disability for the middle group was 67 
days. 

Figure 8 compares the costs. The cases of 
low back strain with normal back x-rays averaged 
$565 per case. The cases with x-rays revealing 
diseased processes and/or narrowing of the fifth 
interspace averaged $1,248 per case. The cases 
of low back strain, however, in which x-rays re- 
vealed only congenital anomalies resulted in an 
average cost of $1,440 per case, or more than two 
and one-half times that of the cases with normal 
back x-rays. 

This Committee’s study therefore developed 
nothing to indicate that the person with congenital 
anomalies of the lower spine is more susceptible 
to low back strain than is one with normal x-ray 
findings. It did, however, seem to show that if 
a person with such congenital anomalies sustains 
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a ! w back strain, the disability will be of longer 
du ation and the costs greater. 

Other approaches to the problem also have 
be:a made along the lines of what might best be 
de.cribed as a random sampling technic. This has 
consisted of obtaining low back x-rays on a series 
of persons with a history of chronic backache or 
reporting for treatment of symptoms of backache 
while at the same time obtaining similar x-rays 
on an equal number of persons with no back 
coiplaints and with no history of back injury or 
backache. Splithoff! reported in 1953 on such a 
study made at the New York Orthopedic Dis- 
pensary and Hospital. In addition to his own 
studies, he reviewed similar studies conducted by 
several other investigators. Splithoff’s findings as 
well as those of the others tended to show that 
the x-rays of persons without backache reveaied 
as many congenital anomalies of all types, iiclud- 
ing spondylolisthesis and transitional L5, as did 
those with a history of backache and in about 
the same percentage in each category. 


Routine Preplacement Back X-ray Program 
Evaluated 

Although these studies were interesting, they 
do not appear to shed any conclusive light upon 
the question as to whether such congenital anoma- 
lies do or do not predispose one to back strain. 
Because of lack of any definite evidence on this 
point one way or the other, the industrial physi- 
cian frequently is hard put to decide whether he 
should inaugurate a routine preplacement back 
x-ray program for his industry, or, if he has one 
in effect, whether or not it should be continued 
or abandoned. 

There does not seem to be any question but 
that a routine preplacement back x-ray program 
detects and serves to weed out a certain number 
of back abnormalities that would otherwise pre- 
sent rather definite hazards for back strain. A 
routine x-ray program of this type, however, also 
can be a fairly expensive undertaking. Of course, 
if the Plant Medical Department has its own x-ray 
facilities, costs usually can be maintained within 
reasonable limits. If the services of an outside 
private roentgenologist are used, both for taking 
the films and interpreting them, then each back 
x-ray will cost the industry anywhere from $15 to 
$20. If we assume a cost of $15 per case, then 
if 2,000 men were examined for employment in 
any one year, the cost of the back x-rays alone 
will be $30,000. Since the industrialist or plant 
manager is always concerned with costs, one way 
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to approach the problem is on this basis. For 
example, if a back x-ray program in a given in- 
dustry will cost $30,000 a year and if the costs of 
industria] back injuries for a prior year averaged 
out to only $15,000, then the industry would 
probably lose $15,000 by installing such a pro- 
gram. On the other hand, if the program would 
cost $30,000 and the cost of back injuries that 
might have been prevented by this program cost 
$60,000 in a previous year, then it could be 
argued that the industry would save $30,000 by 
inaugurating such a program. 

In initiating or continuing a routine preplace- 
ment back x-ray program, the subject of radia- 
tion exposure also is a consideration, especially in 
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view of the extensive publicity being given today 
to the hazards of ionizing radiation and its pos- 
sible cumulative effects. Personally, I do not be- 
lieve that the factor of radiation exposure from a 
routine back x-ray examination of an applicant 
should be an important consideration. In decid- 
ing whether to x-ray or not to x-ray, the best 
available studies?:? that I have been able to lo- 
cate calculate an average gonadal dose of 100 
milliroentgens from a routine x-ray of the lumbar 
spine in the male, which includes anteroposterior, 
lateral, and spot lateral views of the lumbosacral 
area and the anteroposterior view of the lumbo- 
sacral joint and sacroiliacs with the pelvis and 
hips receiving 450 milliroentgens. This is a rela- 
tively small dose, especially when one also con- 
siders the fact that it is received usually only once 
by any one person. Of course, the number of mil- 
liroentgens of exposure will vary up or down to 
some extent from the average dose just quoted, 
depending upon whether or not a low voltage or 
high voltage technic is used as well as target dis- 
tances, amount of filtering, and other factors. 
The maximum permissible radiation dosage per 
week, however, to which a person presumably 
may be exposed with safety week in and week 
out is 300 milliroentgens. 

As I have previously mentioned, we have had 
a program of routine preplacement back x-ray 
examinations in effect at the Company’s Boston 
Medical Office since 1953. Such a program was 
inaugurated at that time so that we might con- 
vince ourselves eventually of its value or lack of 
value. 

The New England Telephone and Telegraph 
Company operates in five New England states. 
Roughly half of our employees are concentrated 
in the Greater Metropolitan Boston area and are 
available to and usually are examined at the cen- 
tral Medical Office at Boston. The other 50 per 
cent of our employees are scattered throughout 
Maine, New Hampshire, Vermont, Rhode Island 
and the remainder of Massachusetts. 

In 1953, because of continued expansion of 
the business, the Company was employing plant 
craftsmen in a reasonably regular and continuing 
fashion. Approximately half of the male appli- 
cants were examined at the Boston Medical Of- 
fice and the other half were examined by the 
Company’s local medical consultants situated 
throughout the entire New England territory. 
The male applicants at the Boston Medical Office 
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had x-rays of their back taken as a routine. The 
male applicants examined by the Company’s local 
consultants did not have x-rays of the back ob- 
tained in connection with their preplacement 
examination. 

Covering the six year period 1953 through 
1958 there was a total of 3,574 male Plant De- 
partment applicants x-rayed at Boston. During 
the same period there were 2,893 examined by 
our local medical consultants and employed with- 
out having had x-rays taken. Incidentally, of the 
3,574 applicants, in 133, or 3.8 per cent, con- 
genital anomalies were revealed which we be- 
lieved significant enough so as to require special 
placement in employment. Initially, it was our 
intention to continue this program for a 10 year 
period and at the end of that time to analyze 
the industrial back injury experience of the x-ray- 
ed and therefore carefully selected and properly 
placed group and similarly to analyze the experi- 
ence of the other 2,893 males who had not been 
x-rayed and therefore had not the same degree of 
careful selection in job placement insofar as the 
presence of any congenital anomalies in the lower 
spine were concerned. The second step then 
would be to assemble all the back injuries occur- 
ring in the non-x-rayed group and now, or at least 
at the end of the study period, to obtain x-rays 
on this group, which actually might be said to be 
serving as our control. In this way we hope pos- 
sibly to come up with something that will give 
us more definite evidence on which to base a 
conclusion as to the value or lack of value of a 
routine preplacement back x-ray examination 
program. 

Another interesting finding as the result of 
the study of Bell System industrial back injuries 
was that more than half of all of these injuries 
occurred within the first two years of employ- 
ment. This has led us to believe that perhaps we 
do not need to wait a full 10 years before com- 
pleting the study I have just mentioned. Since 
this is now the seventh year of the program, 
we are planning in the near future to begin such 
an analysis of the back injury experience of these 
two groups covering this six year period. 
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Experiences With the Shirodkar Operation 
A Preliminary Report 


Joun J. FisHer, M.D. 
JACKSONVILLE 


Prematurity is the greatest single cause of 
death in the neonatal period, accounting for as 
many deaths as all other causes combined. As 
Eastman! stated, there are two ways of attacking 
the problem of fetal loss due to prematurity: 
first, by increasing the survival of premature 
infants born; and secondly, by lowering the inci- 
dence of premature delivery. The first of these is 
a challenge to the pediatrician, while the second 
lies in the province of the obstetrician. 

Recently in obstetrics there has been a con- 
centration of effort in the direction of the preven- 
tion of one of the demonstrable causes of pre- 
mature labor, namely incompetency of the uterine 
cervix. In my study? of the effect of amputation 
of the cervix uteri upon subsequent parturition, 
reported in 1951, it was found that premature 
labor or abortion followed this operation in a 
large percentage of cases. 

It is thought that the cervix acts as a ring to 
support the pregnant uterus and when this ring 
becomes incompetent the pregnancy will no 
longer continue, but rather will drop out. Patients 
with an incompetent cervix fall into a pattern as 
regards their obstetric history. Usually they have 
a history of a term delivery of rather precipitate 
nature, or of an operative procedure having been 
performed. Subsequent pregnancies continue to a 
point approximately four to six or seven months 
in duration and then spontaneously abort, almost 
without warning. The fetus in most of these cases 
is well preserved, showing that it was a develop- 
ing organism up to the time when it was detached 
from its environment in the uterus. 

Much attention has been directed recently to 
the early diagnosis of this condition and the 
treatment of it by purse-string ligation of the 
cervix in the so-called Shirodkar procedure.* 
This paper deals with a small series of cases in 
which this operation was performed in a general 
hospital as an independent study. It does not 
pretend to complement the much larger series 
present in the literature, but rather its purpose 
is to stimulate interest among the independent 
nractitioners in the early diagnosis of this condi- 


tion, and in the simple procedure for prevention of 
miscarriage in this small group of patients. 


Case 1.—The first patient of the series was a 30 year 
old Para 1-0-1-1, first seen in the office on Nov. 4, 
1957. She was referred by her family physician with the 
diagnosis that the cervix was dilated and the membranes 
presenting. Her last menstrual period had been on June 
19, making her approximately 20 weeks pregnant. She 
related that in August 1954 she had delivered a seven 
pound baby rather precipitately after a labor of 90 
minutes from start to finish. The patient had not been 
attended at the time of delivery, so precipitate had been 
the labor. In June of the following year she had 
spontaneously aborted a five month gestation. 

She was seen by her family physician earlier in the 
morning of her office visit for the complaint of abdomi- 
nal discomfort and bleeding. A speculum examination at 
his office had revealed the cervix to be dilated and the 
membranes bulging. This finding was confirmed upon my 
office examination, the cervix being dilated approximately 
3 to 4 cm. with membranes at the level of the os. The 
patient was admitted to the Baptist Memorial Hospital 
immediately. 

On admission, the hemoglobin estimation was 8.6 
Gm. and the hematecrit reading 27. The patient received 
500 cc. of blood cn the day of admission and a second 
unit the following day. At this time a paper by Mc- 
Donald4 of Melbourne, Australia on “Suture of the 
Cervix for Inevitable Miscarriage” came to my attention. 
This author reported a series of 70 cases in which liga- 
tion of the cervix was performed for inevitable mis- 
carriage, in most of which the period of gestation was 
between 20 and 24 weeks. Of the 70 patients in this series, 
33 gave birth to infants that survived, whereas 16 others 
had their pregnancy extended by a period exceeding four 
weeks. He stated that when the method failed, it did 
so mostly during the first week following the operation. 

Although this was a new procedure and not one re- 
ceiving attention in the American literature at that time, 
it was decided to perform the operation upon this patient. 
With adequate consultation, since this procedure was 
other than the normal method of treatment in the com- 
munity in which I practiced, the patient was taken to 
the operating room and a purse-string suture placed 
around the cervix. In the Australian study No. 4 Mersilk 
was employed. Since this was not available, a double 
strand of the largest suture material available, which was 
No. 3 silk, was used. Under general anesthesia this suture 
was placed at 2, 4, 6, 8 and 10 o’clock and the suture 
tied at 12 o’clock. By the time the patient was taken 
to the operating room, however, the cervix was almost 
completely dilated and the membranes were presenting at 
the introitus. It was necessary to fold these back into 
the uterine cavity and hold them there with a sponge 
stick until the purse-string suture was placed and drawn 
tight. Upon tying the suture, the cervix regained its 
normal appearance and length. The patient was given 
Proluton and Achromycin and was sent back to her room 
in good condition. Heavy sedation was also employed. 

Approximately 24 hours later, the patient began to 
have severe pain, accompanied by firm uterine con- 
tractions. Speculum examination at this time revealed that 
the cervical suture had pulled out at its 6 and 8 o’clock 
insertions, being still attached at 2, 4 and 10 o’clock, and 
the cervix was dilated 3 cm. The patient was taken to 
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the labor room and at 6:50 p.m., approximately 25 hours 
postoperatively, she delivered spontaneously a four and 
one-half month premature infant, the heart action of 
which was good but the respirations immature. The 
subsequent course in the hospital was uneventful, and 
she was discharged on the third postpartum day. 

Much was learned from this case despite its 
unsuccessful outcome, and confidence was gained 
for further work along this line. In retrospect, it 
was thought that had the procedure been per- 
formed upon admission when the dilatation was 
3 to 4 cm., it might have been successful. Also, 
it was thought that the suture should have been 
of greater caliber and tied under less tension. It 
was determined to repeat the procedure should 
the situation present itself again, with these two 
changes in technic. Accordingly, office patients 
who gave the history of having repeated late 
abortions were looked for and examined at weekly 
intervals starting at the end of their first trimes- 
ter. Fortunately, one of these was soon found, and 
hers is the third case presented herein. It is a typi- 
cal example of the manner in which the Shirodkar 
procedure is indicated and can be of value in 
repeated abortions. Prior to this patient’s appear- 
ance, the procedure was performed on a patient 
who threatened to abort without previous typical 
history. 

About this time much attention was given in 
the American literature to the cervical closure of 
the incompetent cervix during pregnancy. An 
excellent study®> from the George Washington 
University Hospital and the Walter Reed Army 
Medical Center stressed that aneurysm needles 
and broad suture material such as fascia lata 
from the thigh contributed to success. Other 
studies reported the use of a broad synthetic 
suture material called Mersilene, but the principle 
remained the same. 


Case 2—The second patient was a 28 year old Para 
0-1-1-1. She was delivered by me of her first pregnancy, 
a 5 pound 2 ounce premature female child, on Sept. 3, 
1955. She had spontaneous onset of labor at 36 weeks and 
a very rapid termination of her labor, going from 4 cm. 
dilation to delivery in 30 minutes. This infant survived 
without difficulty. Following this pregnancy, she aborted 
at approximately three months, spontaneously and with- 
out complication. 

She was seen in the present pregnancy first on March 
25, 1958 with a last menstrual period on February 12. 
The uterus was the size of a six week pregnancy. The 
pregnancy continued uneventfully until June when she 
was admitted to the Baptist Memorial Hospital with 
lower abdominal pain. It was thought at this time that 
she had an infection of the urinary tract and possible 
threatened abortion. She responded to bed rest, urinary 
chemotherapy, and sedation. 

She was next admitted on August 21 for severe lower 
abdominal pain and uterine contractions. At this time 
she was approximately 27 weeks pregnant. At the time 
of each pain a definite firm uterine contraction could be 
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felt. Morphine, grains 0.25, was employed for 48 hours 
with little relief of pain. Upon examination at this time 
it was found that the cervix had begun to dilate and was 
approximately 3 to 4 cm. dilated. 

Despite this patient not falling into the group with 
incompetency of the cervical os, her history did match 
that of patients in the Australian group on whom suture 
of the cervix was performed for inevitable abortion. On 
August 23, approximately 48 hours after admission, the 
patient was taken to the operating room and a Shirodkar 
procedure performed. Since the Mersilene suture most 
recently recommended was not available locally, a 16 
gauge polyethylene catheter was employed as suture 
material. A small incision was made at 6 o’clock in the 
region of the attachment of the mucosa to the junction of 
the fornix and with an aneurysm needle the suture 
brought forward to 12 o’clock where it was brought 
through the mucosa. This step was repeated on the 
other side and the polyethylene catheter tied down, its 
purse-string arrangement closing the cervix. The following 
day there was a noticeable decrease in the number of 
contractions and in discomfort, and the patient was 
discharged on the fourth postoperative day. 

She was readmitted on September 23 with severe 
abdominal pain, and again uterine contractions were 
present. Examination at this time revealed the cervix 
to be as tightly closed as at the conclusion of the opera- 
tive procedure of the preceding month. The contractions 
were finally controlled with bed rest and sedation, and 
the patient was discharged with tincture of opium 
prescribed and bed rest at home except for meals and 
bathroom privileges. Prior to this admission she had 
been allowed full time activity at home. 

Her fourth admission was on October 15, approxi- 
mately five weeks prior to her estimated date of con- 
finement. At this time she was having firm uterine con- 
tractions. Speculum examination revealed the cervix to 
be tightly closed. It was elected at this time to remove 
the purse-string suture on the judgment that the patient 
would spontaneously deliver from below a fetus capable 
of extrauterine existence, such being preferable to cesarean 
delivery with the suture intact. It was thought that the 
patient could carry the pregnancy little longer, and there 
was some fear that the suture might tear through the 
cervix and amputate this organ. Accordingly, the suture 
was removed, and the patient was delivered of a 4 pound 
9%4 ounce premature living normal male child, who is 
getting along well. 


This case points out the employment of this 
procedure in cases of inevitable abortion. Here it 
was successful in prolonging a pregnancy from a 
time when the infant definitely would have been 
immature to a time when the infant survived. 
This patient was able to carry her baby an ad- 
ditional eight weeks by the simple procedure of 
purse stringing the cervix, and then was allowed 
to deliver vaginally. 

The third case to be described is that of the 
patient with a typical history of incompetency of 
the cervical os, who was followed closely in the 
office and diagnosis made upon dilatation of the 
external os. This patient was treated in the fashion 
advocated by several of the studies in which the 
closure of the cervix was carried out during preg- 
nancy, the suture left in place, and the patient 
delivered by cesarean section. 


Case 3—A Negro woman was first seen in the office 
on Sept. 19, 1957 for initiation of maternity care for her 
fourth pregnancy. Her previous three. pregnancies had 
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enc d in spontaneous abortion, the third of which was 
in 254, at five months’ duration. Her past history was 
en: ely normal, showing no operations, serious illnesses, 
tra sfusions, or unusual deviations from general health. 

“xamination at the time of her initial office visit 
sh wed a moderately obese woman approximately four 
and one-half months pregnant by abdominal palpation. 

he cervix upon vaginal examination was found to be 

shortened and the external os patulous. A diagnosis of 
enancy in an habitual aborter was made, and the 
atient was given an equivocal prognosis. Dienestrol was 
prescribed, and when she was seen in the office a month 
later, the pregnancy was progressing normally, fetal 
movement being discerned. 

She was next seen in Brewster Hospital three weeks 
later on November 4 with the history that the mem- 
branes had ruptured two days before and that cramps 
had commenced the morning of admission. At this time 
she spontanously aborted a five month pregnancy. 

She was seen for ‘her fifth pregnancy on June 30, 
1958 with a history of her last menstrual period on 
February 10. She had already felt the baby move. 
Examination revealed the height of the fundus to be 23 
cm. and the fetal heart tones not heard. The cervix was 
somewhat shortened but closed. At this time she was 
advised to be checked in the office for cervical inspec- 
tion visits at weekly intervals in addition to her regular 
maternity visits. She was subsequently seen at weekly 
visits in the office until September 10. On the visit of 
August 27 the cervix was finger-tip dilated and also on 
the intervening visit of September 3. On September 10 
the patient began to spot and have abdominal cramps. 
She was admitted to Brewster Hospital and on the next 
morning examination revealed the cervix to be 3 to 4 
cm. dilated and two thirds effaced. The abdominal 
cramping continued. 

An x-ray examination was performed, showing a 
fetus of approximately four pound size occupying a 
breech position. The patient a few hours later was taken 
to the operating room where a Shirodkar operation was 
performed employing the 16 gauge polyethylene catheter. 
She was discharged four days later and next seen in the 
office on October 1. At this time the cervix was nicely 
closed and the patient was scheduled for cesarean section 
on October 20, which was approximately four weeks 
prior to her estimated date of confinement. 

On October 15 the membranes ruptured spontaneously 
at home at 4 a.m., and she was taken to the hospital 
where a laparotrachelotomy was performed at 6 a.m. 
with delivery of a 7 pound 2 ounce full term living 
normal male child. The baby and mother were discharged 
on the fifth postoperative day. 


Comment 


A summary of my experience with the Shirod- 
kar procedure shows that it is necessary to employ 
broad suture material and to perform the pro- 
cedure prior to full dilatation of the cervix. The 
polyethylene catheter employed in this series in 
the second and third cases was satisfactory and 
had the advantage of availability and flexibility. 
Additional cases will be treated with the same 
material in order to evaluate it and to compare 
results with those obtained with the commercially 
available Mersilene. 

In my opinion the Shirodkar procedure should 
be a part of the armamentarium of any physician 
practicing obstetrics and can be used either in 
cases of inevitable abortion, as in case 2, or in 
cases of incompetency of the cervical os, as in 
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case 3. As the latter case illustrates, it is not 
difficult to examine the habitual late aborter at 
weekly intervals with a vaginal speculum in order 
to pick up the dilatation in time. This plan has 
been recommended by many of the authors on 
this subject. In addition, in the patient seen for 
the first time with beginning dilatation of the 
cervix and uterine contractions, and with a viable 
fetus with good heart tones and minimum bleed- 
ing, certainly it is a procedure to be tried. With- 
out it, the incidence of abortion and neonatal 
death is 100 per cent; with it, there is at least a 
chance of continuance of the pregnancy for a suf- 
ficient number of weeks until viability and sur- 
vival are reached. 

As the procedure becomes more widely describ- 
ed and employed, the incidence of success will 
increase. It is necessary, however, to stress the 
importance of not overdiagnosing the necessity 
for this procedure. It should be used only in those 
cases in which abortion would otherwise occur, or 
in cases with a strong history of late abortions, 
because its employment usually dictates not the 
one operation of the Shirodkar procedure but a 
second operation of cesarean delivery. A cesarean 
section is not always necessary, as has been 
demonstrated, since the suture can be removed. 
If subsequent pregnancies are desired by the 
patient, it is better to leave the suture in place 
and perform abdominal] delivery. 


Summary 

A procedure has recently been introduced into 
the field of obstetrics whereby some spontaneous 
late abortions may be prevented and the preg- 
nancy carried to term or near term. 

This procedure consists of purse stringing the 
uterine cervix at approximately the level of the 
internal os. 

This paper discusses the indications for the 
employment of such a procedure, presents one 
method of treatment thereof, and discusses the 
results in a small series of cases. 

The main purpose of the paper, however, is to 
bring out certain practical points in the use of 
this new procedure by relating the clinical aspects 
of the cases reported, and thereby to encourage 
the physician specializing in obstetrics to include 
this procedure in his armamentarium. 

Addendum: Since the submission of this paper for 
publication, a fourth case has been managed by em- 
ployment of the Shirodkar procedure. The patient had 


previously delivered a 32 week fetus which did not 
survive. In the present pregnancy the cervix was in- 
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spected at weekly intervals. On Feb. 17, 1959, inspection 
revealed a beginning dilatation of the cervix. The Shirod- 
kar procedure was carried out later that day, at which 
time the cervix was completely effaced and approximately 
4 cm. dilated with the membranes and fetal head visible. 
Heavy progesterone supportive therapy was employed 
owing to the presence of some uterine contractions. The 
patient was delivered six weeks later of a 5 pound 3 ounce 
premature female living child under saddle block anes- 
thesia and over a generous left mediolateral episiotomy 
following a long labor. The Shirodkar suture was removed 
prior to labor in preference to performing cesarean 
section because of the premature size of the baby. Exam- 
ination at six weeks postpartum revealed the cervix to be 
closed but definitely shortened. It is planned to perform 
cervical repair prior to the onset of another pregnancy. 

Also since this paper was submitted for publication, 
an excellent paper presenting a large series of cases has 
been published (Easterday, C. L., and Reid, D. E.: In- 
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competent Cervix in Repetitive Abortion and Premature 
Labor, New England J. Med. 260:687-690 (April) 1959). 


References 


i. Eastman, Nicholson Joseph: Williams Obstetrics, 11th ed., 
New York, Appleton-Century Croft, 1956, p. 1036. 


2. Fisher, J. J.: Effect of Amputation of Cervix Uterj 
Upon Subsequent Parturition; Preliminary Report of 7 
Cases, Am. J. Obst. & Gynec. 62:644-648 (Sept.) 1951. 


3. Shirodkar, V. N.: New Method of Operative Treatment 
for Habitual Abortion in Second Trimester of Pregnancy, 
Antiseptic 52:299, 1955. 

4. McDonald, I. A.: Suture of Cervix of Inevitable Mis- 
—- J. Obst, & Gynaec. Brit. Emp, 64:346-350 (June) 

5. Barter, R. H.; Dusbabek, J. A.; Riva, H. L., and Parks, 
J.: Surgical Closure of Incompetent Cervix During Preg- 
nancy, Am, J. Obst, & Gynec. 75:511-524 (March) 1958, 


836 Miami Road. 


Listeriosis 
A Growing Public Health Problem 


A. WitttAM MENzIN, M.D., M.P.H. 
MIAMI 


Listeriosis is a relatively unknown widespread 
bacterial disease of man and other warm-blooded 
animals. The etiologic agent, Listeria monocytog- 
enes, has been recovered from man, mammals 
and birds in nearly 30 countries and in diversified 
geographic areas ranging from the Arctic to the 
Tropics. Natural infection of animals has been 
observed with increasing frequency, and L. mono- 
cytogenes has been isolated from over 28 animal 
species such as guinea pigs, chinchillas, ferrets, 
chickens, geese, hamsters, rabbits, mice, rats, 
voles and gerbilles. The disease is common in 
cattle, and sheep are especially susceptible. The 
majority of infections have been proved to occur 
in domestic animals, but it is significant that 
there exists an abundant reservoir among wild 
species, many of which are migratory and some 
of which are predatory. 

The increasing number of human cases and 
the fact that it is being associated more frequently 
with disease of livestock and poultry make 
listeriosis a much more important disease than it 
was considered to be previously. 

History 

Listeria monocytogenes was first isolated and 
studied in 1924 by Murray, Webb, and Swan 
from an epizootic affecting their laboratory rab- 
bits. 


Acting Director, Research and Program Development, Dade 
County Health Department. 


The organism called Bacterium hepatis in 
1911 by Hulphers was undoubtedly L. monocytog- 
enes. The same organism was recovered by Pirie 
from wild gerbilles in South Africa in 1925. He 
named it Listerella hepatolytica, since it attacked 
the liver of the infected animal. English workers 
finally renamed the organism Listerella mono- 
cytogenes. The generic name Listerella was 
changed by the Third International Congress of 
Microbiology in 1939 on the grounds that Jahn 
had already used the name for a mycetozoon in 
1906. Pirie, in 1940, suggested calling the organ- 
ism Listeria, and this generic name is now general- 
ly accepted. 

In 1929 Nyfeldt recovered the organism from 
the bloodstream of a boy with infectious mono- 
nucleosis, this being the first recognized isolation 
of Listeria from a human being. Gill was the first 
to recognize the disease in domestic animals. In 
1931 he isolated it from sheep in New Zealand 
and gave the name “circling disease” to the 
encephalitis which it caused. Since these initial 
publications, there has been an increasing number 
of reports concerning Listeria in the medical 
literature throughout the world. 

Bacteriology 

Morphologically, L. monocytogenes is a gram- 
positive, non-acid-fast non-spore-forming _ rod. 
There is a tendency for the organisms to form 
palisades or to arrange themselves into V’s when 
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the smear is made from solid mediums. This 
arrengement of the bacilli is similar to that seen 
in the case of diphtheroid bacilli. The bacteria 
stain evenly and are 0.5 to 0.6 by 1.0 to 2.0 
microns in size. Growth is usually sparse on plain 
agar medium, but is usually luxuriant on mediums 
enriched with glucose or body fluids. On blood 
agar distinct beta hemolysis is usually evident 
wit':in 24 to 48 hours of incubation. 

Listeria organisms differ from nonmotile diph- 
theroids in that they are sluggishly motile. They 
exhibit a characteristic spiral or “tumbling” 
movement. Motility is usually apparent within 
24 hours and is best observed on _ semisolid 
mediums. 

Listeria monocytogenes produces acid but no 
gas in a variety of carbohydrates. At least four 
antigenic types are known. 

It must be remembered that Listeria may be 
confused with nontoxigenic Corynebacteria and 
occasionally Streptococci. 


Diagnosis 

The actual diagnosis of listeriosis depends 
upon the awareness of the bacteriologist, in view 
of the fact that the clinical features of this disease 
are not well defined. Cultures should be made 
from cerebrospinal fluid, blood, urine, meconium, 
pus and exudates according to the particular case. 
At autopsy, cultures should be made from all 
organs. Brain tissue, especially the medulla ob- 
longata, should not be forgotten. Microscopy is 
of utmost import, and hanging drops for char- 
acteristic “tumbling” should always be performed. 

Another test of great value in confirming the 
presence of Listeria is the so-called “conjunctival 
test.” Two drops of an overnight broth culture of 
Listeria are instilled into the conjunctival sac of 
a rabbit or guinea pig. An intense purulent 
keratoconjunctivitis will usually occur after 48 
hours. The specificity of agglutinating titers is 
questioned since Listeria has common antigens 
with staphylococci and with Streptococcus 
faecalis. Also, because of the fact that the aggluti- 
nation titer diminishes rapidly, it is not reliable 
for late diagnosis. 

Clinical Findings 

Six types of listeriosis have been described 
by Seeliger. The relative frequency of the types 
encountered is as follows: 

1. Septic type with mononucleosis 8 per cent 


2. Oculoglandular form 6 per cent 
3. Septic typhoid form 21 per cent 


4. Infection of the central 

nervous system 33 per cent 
5. Granulomatous sepsis of 

the newborn 29 per cent 


6. Listeriosis in pregnancy 


The clinical picture caused by L. monocytog- 
enes in humans has been described as a meningo- 
encephalitis. In children and adults the following 
observations have been made: sudden or gradual 
illness with fever, vomiting, headache, lethargy, 
stupor, irrationality, convulsions, strabismus, 
ptosis, diplopia and rigidity of the neck. Listeria 
meningitis in man resembles other purulent 
meningitides and it cannot be distinguished 
clinically from meningitis due to other bacteria. 

A form of human listeriosis known as granu- 
lomatosis infantiseptica is second only in import- 
ance to listerial meningitis. This is an intrauterine 
infection with a high mortality rate for the fetus 
or the newborn child. Curiously, it does not 
seriously affect the mother, who may be entirely 
asymptomatic, although more commonly there has 
been a history of influenza-like symptoms char- 
acterized by slight chills, lumbar pains and slight 
elevation of temperature a week to a month ante 
partum. 

Septicemia is probably the most commonly 
occurring form of listeriosis in man. The involve- 
ment of the reticuloendothelial system stimulates 
a monocytic response, thus causing confusion in 
differentiating the disease from infectious mono- 
nucleosis. 

It is obvious that the clinical manifestations of 
listeriosis are diverse, since they include abortion 
in cattle, sheep and goats, mononucleosis in man, 
and meningeal or encephalitic infection in man, 
cattle, sheep, goats and swine. Involvement of 
the central nervous system, considered the most 
characteristic form of the disease in ruminants, is 
manifested by abnormal posturing of the animal’s 
head and neck and its walking aimlessly in a circle 
(“circling’’). 

Epidemiology 

Listeriosis is a disease with an extremely wide- 
spread distribution, involving many unrelated and 
varied hosts with widely different food and living 
requirements. The source of Listeria infection in 
human cases is rarely discovered. There is no 
evidence that the disease is transmitted directly 
from animals, and it is generally agreed that in 
babies the most likely source of infection is the 
maternal genitourinary tract. 
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The clinical, pathologic and_bacteriologic 
characteristics of listeriosis vary in different hosts, 
and there is no indication whatever that this 
variation is due to differences in species, variety or 
type of infecting bacterium. The species character 
of the microorganisms isolated from all kinds of 
hosts in every country seems clearly to be homo- 
geneous and identical in essential ways, with the 
exception only that there may be different sero- 
types involved in different regions and that in- 
dividual strains may show greater or lesser degrees 
of virulence to laboratory animals. 

Transmission from human to human (except 
transplacental) has never been proved. Some have 
postulated the gastrointestinal tract as the most 
likely route of entry. The isolation of L. mono- 
cytogenes from the cervix of lactating cows may 
explain why raw milk may be a source of infec- 
tion. 

The epizoology and epidemiclogy of listeriosis 
is still not clear. It is known that listeriosis occurs 
in wild mammals including birds and rodents. It is 
possible that transmission from group to group 
exists, but the mechanism has never been deter- 
mined. Direct contact may possibly play some 
part in the spread of this disease among animals. 
Odegaard, Grelland and Henriksen reported a 
case which presumably was transmitted from 
sheep. 

In anima] infections there is a definite season- 
al distribution. The greatest number of cases oc- 
cur in the spring and winter months. This does 
not appear to be true of human infections. Sex and 
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age distribution in both man and animals show 
little differences in the incidence of infection, 
but the younger the creature, the more unfavor- 
able the prognosis. 

Since 1950, 83 human cases and over 2,000 
animal cases have been confirmed in the United 
States. It can, therefore, be concluded that lister- 
iosis is a growing public health problem, especially 
since little is known regarding the frequency and 
even less concerning the epidemiology of this 
disease. The most important factor in the recog- 
nition of this relatively new disease entity may 
well be an awareness of its existence. 
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FLORIDA MEDICAL ASSOCIATION ANNUAL GOLF TOURNAMENT 


The Golf Tournament will be held at the Selva Marina Country Club, Atlantic Beach, and 
will be terminated Saturday, April 9. All local physicians are requested to play during the 
week prior to Saturday (April 9). Competition again will be made for the Duval County 
Medical Society Trophy as well as the Orlando Loving Cup. 


Prizes will be awarded Saturday night, April 9, at the Woman’s Auxiliary buffet dinner 
Participating physicians may purchase chit books at the club. For additional information 


contact Dr. A. Judson Graves, Chairman, 1661 Riverside Ave. or Dr. George M. Stubbs, Co- 
Chairman, 2033 Riverside Ave., both in Jacksonville. 
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Problems of the Blues 


SAMUEL M. Day, M.D. 
JACKSONVILLE 


is Blue Cross and Blue Shield coverage has 
become more widespread, it is only natural that 
the problems encountered in administration have 
increased many fold. Since these are compara- 
tively new organizations in the insurance field, 
there may have been costly delays in making 
proper adjustments for these problems with re- 
sulting serious lapses in public relations. In some 
instances this may have seemed to make a para- 
dox of a very definite Blue asset. The profes- 
sional guidance given voluntarily by well quali- 
fied doctors and hospital administrators to the 
Blue Plans would be a very costly item, if ob- 
tainable, by ordinary insurance companies. This 
gives us an unselfish personal touch unmatched 
in insurance. It gives special consideration to 
the problems of the patient and the doctor by 
people who encounter those same problems day 
by day. Unfortunately, this excellent advice must 
come slowly because the primary occupation of 
these men lies in their profession rather than in 
insurance. Deliberations may be so long drawn 
out that interested parties have become embit- 
tered and have turned against the only insurance 
that embodies their own interest. 

The Blues of Florida present no exception 
to these very serious difficulties. Many conscien- 
tious doctors are “at their throat” because of 
misunderstandings caused by delays and by ac- 
tions, reports and policies untempered by the 
soothing touch of those more expert in public rela- 
tions. We hear it said that “doctors are not in- 
surance-minded and should get out of the field.” 
Such an exit would be a grave mistake because 
doctors are medical-minded, and who but them 
can solve these medical problems? They may not 
solve them as quickly or as glibly, or as positive- 
ly, as insurance men, but assuredly they will do 
it with feeling and conscientious thought for those 


involved. 


Dr. Day has served on the Claims Committee for 12 years; 
during the past three years he has also been part time medical 
consultant helping with the more involved problems, Desiring 
to devote more time to his family, his practice and his educa- 
tional activities, he has resigned after securing a capable re- 
placement, In hopes of promoting better understanding be- 
tween the doctor and Blue Cross-Blue Shield, he publishes 
these reflections as some of the major problems encountered 
during his period of service. 


These doctors and their lay experts have been 
able to do their job so well that these Blues have 
thus far been the major factor in delaying and, 
possibly, defeating the socialization of medicine. 
They have shown the professional insurance men 
how to do what these same insurance men said 
could not be done. Furthermore, the success of 
the Blue Plans has made their idea a major at- 
traction to the profit-minded insurance companies. 
Certainly we have no quarrel over one’s right to 
make money in his own way. That is a funda- 
mental principle of our country which makes it 
great. We are not, however, so naive as to fail 
to see that money can be the basis of selfishness, 
and “big money” may breed “big selfishness.” 
The doctors’ interests can get lost quickly in the 
rush of “big insurance.” Competitively, there are 
tricks of the trade that we are slow in grasping; 
the very personal nature of our organization 
leaves us open to these maneuvers. As in a dicta- 
torship, “big insurance” can make quick decisions 
and take quick action, sometimes leaving the 
Blues seemingly far behind. But never fear, un- 
less we are destroyed from within by quibbling 
and backbiting by those who honestly misunder- 
stand the organization and those who for selfish 
reasons would prefer to better other ends than 
those of their profession, the Blues will not only 
survive but will continue to lead the way—and 
with a medical viewpoint. 

That doctors are human cannot be questioned. 
Patients are, too. This qualifies each to make 
honest errors as well as dishonest forgeries. 
Fortunately, those who are inclined to the latter 
are in the extreme minority, but they do present 
themselves from time to time. Checks and bal- 
ances are a necessary part of our organization; 
the Claims Committee has this as its major rea- 
son for being. This committee in our state is 
composed of an anonymous group of volunteer 
doctors from various fields of practice who meet 
semimonthly to consider major problems and rec- 
ommend solutions. They are advised by a lay 
claims expert and one part time physician who 
has been a member of the Claims Committee for 
12 years, but recently has been paid for approxi- 
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mately 12 hours monthly to contribute much 
more in time and knowledge. These interested 
persons may not always come up with the right 
answer, but it is beyond question that they have 
given sincere consideration to the problem at 
hand with the unselfish interest engendered by 
mutual understanding. These “Problems of the 
Blues” are their problems. They are our most 
expert word, but in keeping with the democracy 
of the Blues, they are not necessarily the final 
word, as one can always appeal to the Board of 
Directors if not satisfied with Claims Committee 
decisions. The Board is elected by the House of 
Delegates of the Florida Medical Association. 
Its members also serve without pay and are 
charged with matters of policy as their primary 
duty. A capable lay Executive Director and a 
staff of 325 carry out their policies. 


Major Problems 


Problems of the Blues have been found to fall 
into 10 categories: (1) Pre-existing Conditions, 
(2) Diagnostic Admissions, (3) Concurrent Care 
by More Than One Doctor, (4) Discrepancies 
in Diagnosis and Treatment, (5) Failure to Ap- 
preciate Service Benefits, (6) In-hospital Com- 
plications, (7) Office Surgery, (8) X-ray Ther- 
apy, (9) Cosmetic Surgery, and (10) Other 
Healing Arts. 

Just as a casualty company cannot insure a 
house that is already afire, health and hospital- 
ization insurance cannot underwrite a disease 
that is already under way. Even clearcut cases 
are sometimes difficult to decide, but incipient 
diseases, like smouldering fires, may be extreme- 
ly hard to judge. Riders may be attached to in- 
dividual contracts in order to permit patients to 
obtain Blue Cross and Blue Shield, yet protect 
the Plan from conditions known to exist before 
the contract. Riders are worded for the benefit 
of the Plan since they are issued for the benefit 
of the patient. They must be unusually broad 
because of the odd claims and interpretations 
made by some patients, some doctors, and even 
some courts. 

Reliability 

Of all the Blue problems, that dealing with 
questionable reliability of the patient’s and the 
doctor’s word makes administration more difficult. 
Sometimes responsibility for payment of rather 
large sums of money may rest on a few words 
given by the patient to his physician and by him 
in turn to an insurance company. Medicine is 
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usually regarded as an honorable profession and 
very likely the veracity level is higher in medicine 
than in most other walks of life, but when seeing 
it from an insurance angle, an idealist would cer- 
tainly become depressed at what he saw. Much 
of the difficulty may stem from the doctors turn- 
ing matters over to secretaries and others, and 
not taking the time to inform them correctly of 
the facts. Too frequently, however, it seems to 
be a weakness on the part of the physician to 
yield to pressure by the patient, quite possibly 
due to sympathy, but sometimes with the back- 
ground holding the reward of a paid bill. 

Initially, claims personnel of the Blues took 
the doctors’ statements without question, but 
after encountering changing pictures, conflicting 
stories and impossible situations, the Claims 
Committee has been forced to rely more and more 
on hospital records and other information avail- 
able to it. It makes an interesting but discour- 
aging picture to compare various stories on a 
single case. 

To illustrate only a few, some of which are 
comical and some are not, some explainable and 
some not, the following examples are presented: 

Dr. X furnished medical information for a 
Blue Cross—Blue Shield family application in- 
dicating that a husband and wife were in perfect 
condition. Shortly thereafter a note from the 
doctor was received which stated: ‘Had a great 
deal of pressure put on me today and would 
have withstood same, but the parties concerned 
had managed to reach my wife. You will receive 
applications mailed tonight from Mr. and Mrs. 
S. They were ‘all filled out for me,’ and my wife 
was very anxious as she said any delay would 
mean dire consequences for me. So I took the 
easy road. To begin with, they are neighbors and 
not patients of mine. Also I understand that 
Mr. S is a heart case under the care of Dr. W 
and that Mrs. S has angina and both of these 
could be wrong, but would suggest you not accept 
either one of them until you have made further 
inquiries, and I should be more than delighted to 
hear what you find for the heat was really on me 
today and unfortunately from my own family; 
so I thought the easiest way out would be to fill 
in the forms as they had suggested and then just 
drop you a line for I certainly will be no party 
to any dishonesty in insurance forms.” 

By means of the letter the good doctor re- 
moved himself as a party to dishonesty, but 
would not the patient and all of us have re- 
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sp« ted him more if he had retained a basic hon- 
esi and had the will to defend it, rather than 
ex, ‘aining his weakness behind the patient’s (and 
hi: wife’s) back and giving the Blues the difficult 
pulic relations job of rejecting a patient without 
justifiable cause so far as the patient can see? 

The next case also turned out right in the 
en, but after much more correspondence as well 
as some rather odd feminine reasoning with com- 
pleie justification of self. The patient was ad- 
miited to the hospital four months after the 
effective date of the coverage. The diagnosis was 
chronic perianal dermatitis. Additional informa- 
tion was requested from the lady doctor who 
stated that the condition had existed for approxi- 
mately a year. Further information indicated the 
condition had been present for “several months;” 
so benefits were denied on the basis that the 
condition existed prior to the effective date of 
the contract. 

Shortly thereafter, an angry letter from the 
irate subscriber enclosed a letter she had received 
from the doctor, which is quoted: “In reply to 
your request with regard to the trouble you were 
having with your rectum, may I say that having 
examined you on numerous occasions, my exami- 
nation on July 15 was the first time I ever saw 
the difficulty which finally led to your being 
operated upon.” (The July 15th examination 
that the doctor had made was approximately one 
month after the effective date of the coverage.) 
“At my previous examination two months before, 
there was no such condition present, and that is 
the reason nothing was suggested in the way of 
treatment. I felt at the time and still feel that 
the condition which led to surgery was an acute 
one, and because of that belief I cannot see any 
reason to feel that it existed for any appreciable 
length of time before you were operated. As I 
stated before, I know from my own examination 
that it was not present late in May. I trust that 
this will answer your questions with regard to 
the duration of your illness. Since I have been 
taking care of you for two years, I feel qualified 
to make a definite statement on the subject.” 

Photostatic copies of the doctor’s conflicting 
letter and questionnaire were then sent to the 
doctor with a request that she put us straight. 
Soon this letter was received in reply, “Let me 
say that I fully remember my previous report 
and understand your attitude completely. I felt 
sure that in view of that previous report any- 
thing that I may have written to the patient 
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would cause you to make the proper decision. It 
is sometimes extremely difficult when the letter 
is to go through the hands of the patient to be 
completely frank. I hope that you understand 
my position and will realize that in view of my 
previous report I felt that there would be no 
miscarriage of justice. I trust that this will 
clarify the situation.” It DID, but as an inter- 
esting postscript the hospital record signed by 
that same doctor stated, “ . . . chief complaint 
of rectal itch of 14 years duration.” 

These are extreme cases with a humorous 
twist. Correspondence was the most difficult ad- 
ministrative problem involved, but even that is 
time-consuming. Since some Florida Blue con- 
tracts specifically exclude “services during the 
first nine (9) months after the effective date of 
this contract for any conditions existing or origi- 
nating prior to the effective date of this contract, 
and service for any condition for which medical 
or surgical treatment or advice has been rendered 
within one year prior to the effective date of this 
contract,” a great burden of interpretation rests 
upon the Claims Committee. Recognizing that 
many of the claims possibly represent the pa- 
tient’s only current means of meeting serious 
financial obligations, the Claims Committee seri- 
ously weighs each available fact before making 
a decision. Since people do falsify information 
and sometimes even change doctors so that the 
true facts will not come to light, the Claims Com- 
mittee must remain objective in its thinking. 
Consequently, pre-existing conditions are decided 
on the basis of the time of onset of symptoms 
related to the condition and/or the reasonable 
period of time expected in the development of 
a condition based on history, physical findings 
and pathology. To our regret, that sometimes 
forces us to go completely against the sincere 
advice of the patient’s physician. It must be 
noted that the contract does not in any way 
state or imply that the patient or the doctor 
must KNOW of the existence of the condition. 
These are group contracts and, of necessity, they 
are accepted without history. Individual contract 
holders are theoretically never covered for pre- 
existing conditions. 

One of the really difficult problems is herein 
illustrated. The group contract was effective on 
Aug. 1, 1956. The patient was first hospitalized 
on Sept. 26, 1956, approximately four months 
later. The history revealed the patient to have 
had radical mastectomy in another state in No- 
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vember 1954 for adenocarcinoma of the left 
breast, without axillary metastases. In August 
1955, the same doctor performed a biopsy and 
partial right mastectomy because of a tumor said 
to be benign. A hard area was noticed at a stab 
wound drainage site beneath the breast a few 
weeks after the operation. In the meantime the 
patient moved to Florida and took Florida Blue 
Cross and Blue Shield. She was seen a short time 
later by a Participating Physician who advised 
biopsy of the firm area, This proved the presence 
of adenocarcinoma, and radical mastectomy was 
performed. We were not able to accept liability 
for Blue Cross and Blue Shield, although we 
were most sympathetic for an unfortunate victim 
of circumstance. She knew she had the lump, 
but she did not know it was malignant. We feel 
that malignancy with that history did not likely 
develop in four months. The problem was to con- 
tinue to haunt us as the patient was readmitted 
to the hospital before the nine month waiting 
period was completed. This time she had bilateral 
oophorectomy, and incidental appendectomy, as 
further treatment for the carcinoma of the breast. 
Probably there was no legal liability, but the 
Claims Committee decided to pay this admission 
without precedent. Did we err? Although our 
organization is nonprofit, it is not charity. Al- 
ready we return 90 per cent of the rate income 
to the subscriber, not leaving us too safe a mar- 
gin for required reserves. The Boards of Directors 
can be held legally responsible for Blue Cross 
and Blue Shield monies; so we must be doubly 
careful in rendering decisions. 


Diagnostic Admissions 


Diagnostic admissions represent the other 
most difficult problem to interpret. Here also, 
failure to pay attention to details or downright 
dishonesty on the part of the patient and the 
doctor are the complicating factors. Too often 
we doctors permit the patient to make the deci- 
sion as to “when to hospitalize.” Typical of this 
thinking is the patient who was hospitalized for 
gallbladder x-rays and no treatment for a condi- 
tion of long duration. On rejection of the claim 
by Blue Cross, her doctor wrote, “Miss —___ 
states that had she known this would be con- 
sidered diagnostic only, she would have obtained 
her x-rays as an outpatient,” which is just what 
the Blues have been begging patients to do for 
a long time. 

A different approach is illustrated by this 
doctor of integrity. After his patient with gas- 
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tritis was hospitalized for gastrointestinal x-rays, 
the doctor sent her the following letter, “I am 
taking this opportunity to confirm my verbal 
resignation, as of Tuesday, March 20, from 
your case. Your symptom complex is one that, 
had you had the patience to wait for a physi- 
cian’s impression, you could adequately have 
been treated on an outpatient basis. Be that 
as it may, your attitude in this instance pre- 
cluded the doctor-patient relationship so neces- 
sary to therapy.” 

It is not proposed that we go to either of 
these extremes in dealing with these patients, but 
we should inform our patients of two basic facts: 


(1) The patient’s part of the hospital 
bill for diagnostic admissions is usually 
as much or more than the cost of the 
studies as an outpatient. 

(2) The case may be rejected by Blue 
Cross—Blue Shield, so that the cost 
may be much greater than for the de- 
sired studies on an outpatient basis. 


Here again, the Claims Committee atten pts 
to weigh carefully all available facts. We hae a 
somewhat paradoxical situation in that certain 
diagnostic studies, namely, diagnostic endos- 
copies, are listed items in our fee schedule. One 
can easily see how this makes a doctor “see red” 
who wished to make studies which are just as 
important and possibly even more indicated, but 
simply are excluded from the present Blue Cross— 
Blue Shield Contracts. 

Be it right or wrong, the Blues were estab- 
lished initially to cover items that were con- 
sidered predictable, were easily verifiable, and 
were somewhat limited in desirability by asso- 
ciated patient suffering as well as by anatomical 
maximums as to organs available. Those familiar 
with the history of the Blues will recall that 
one or two pioneers began with the cover- 
age of medical and_ surgical procedures. 
They were quickly in financial difficulties and 
were forced to eliminate the more costly items, 
which happened to be medical and diagnostic 
ones. Was it not natural for other less origi) al 
plans to profit by their mistakes? It was only 
when the medical doctors recognized the impor- 
tance of Blue Shield to their own economics and 
began to take an active interest in its affairs 
that this picture began to change. It is hoped 
that our able liaison committee and the Blue 
Cross and Blue Shield Boards will work out a 
satisfactory solution in the near future. 
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The Blue Cross and Blue Shield Contracts 
s ite, “ ... specifically excluded: Any service to 
subscriber primarily for rest or rest cure, pri- 
irily for diagnostic purposes or any service ob- 
t ‘ned or obtainable without cost to the sub- 
riber from any governmental agency.” The 
iaims Committee, in attempting to be as liberal 
as possible, has tried to pay for acute cases that 
quired hospitalization for the safety of the pa- 
ent even though they may have been primarily 
ciagnostic. Even this is very difficult to deter- 
mine sometimes with the cooperation we do not 
get from some doctors. A case in point is a re- 
cent one in which the doctor’s Service Report 
and questionnaire stated the patient was acutely 
ill with hematemesis. Naturally we thought this 
a justifiable reason for admission, but a look at 
the hospital billing suggested that we get more 
information. The hospital records made no men- 
tion of hematemesis, but did list melena. That 
same doctor had written a progress note in which 
he stated that the patient was a heavy drinker, 
her story unreliable, and he doubted that there 
had been any bleeding. It was rejected as “an 
admission primarily for diagnostic purposes.” A 
short time later a “certification” was received 
from the doctor in which he certified that the 
hospitalization was for the treatment of bron- 
chial asthma. Absolutely no mention of asthma 
or any bronchial disease and no treatment for 
same in the hospital records or in any previous 
correspondence was found. This was called to 
the attention of the doctor, and we have heard 
no more. Probably simple carelessness, but it 
takes time to review the case repeatedly and ad- 
judicate it fairly. 

A significant illustration is that of the Blue 
Shield Board member. who admitted a patient 
especially for treatment and diagnostic studies 


ir 


Blue Cross Rejection Study for Three Year Period 


and did not find it necessary to treat in the 
hospital. The Claims Committee cannot base its 
decisions on its knowledge of the intent at the 
time of admission, or of the integrity of the 
individual doctor or patient. Too many patients 
and doctors unknown to the committee would 
suffer by such standards. It may be well to say 
that all claims should be paid and .they would 
repay the Blues in public relations. The Blue 
Cross and Blue Shield Boards requested a study 
to determine what the cost of such a procedure 
might be. The results of the study were reveal- 
ing. Diagnostic rejections had increased from 
0.2 per cent of the total cases processed in 1955 
to 1.22 per cent in 1958, Pre-existing rejections 
retained approximately their same percentage 
(see table). Since the net gain or loss of Blue 
Cross for a year approximates 1 to 5 per cent, 
it could ill afford these additional expenses, with- 
out giving consideration to the increasing num- 
ber of claims that might result if the gates were 
opened. 

A few doctors and several patients have re- 
ported their dissatisfaction with Claims Com- 
mittee decisions to the Insurance Commissioner. 
A few have found their way to the courts. It is 
gratifying that only one case has been lost by 
the Blues on a Claims Committee decision. Al- 
ways there have been good, local doctors who 
have been willing to review the case on an im- 
partial basis and testify. The subscribers and 
the doctors as well as the Blue Plans owe them 
a debt of gratitude. Fortunately, it has not 
usually been necessary to place them on the 
stand since expert questioning of the plaintiff’s 
doctor, if he went along with the case, brought 
an admission of the diagnostic nature of the 
hospitalization. 











1956 1957 
































1955 
Total cases processed 72,678 92,450 108,042 
Total cases rejected 3,126 4,729 5,430 
DA PE DA PE DA PE 

Total cases rejected 169 741 350 1175 1036 1221 
Per cent of rejected cases to 

total processed 0.2% 1.02% 0.4% 1.3% 1.0% 1.13% 
Per cent of rejected cases to 

total rejected 5.4% 23.7% 7.4% 24.8% 19.1% 22.5% 
Net gain or loss for year +$401,000 —$117,000 +$373,000 
Per cent gain or loss for year Gain 4.8% Loss 1.1% Gain 2.7% 
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It is regrettable that any case must ever 
reach the courts. Each is likely to hurt our 
public and personal relations. With this in mind, 
for years we stayed out at all costs. Finally, it 
was necessary that we demonstrate that certain 
individuals could not force payment of unjust 
claims by the simple filing of a small claims 
suit with a $5.00 deposit. Many of these suits 
cost more to defend than to pay, but by success- 
ful defense the nuisance suit has been discour- 
aged, and recalcitrant doctors have been shown 
that their word is not necessarily law, if it can- 
not be supported by fact. 


Concurrent Care 


Concurrent care presents a growing problem. 
There is an appalling lack of understanding on 
the part of the doctors that, with modern atti- 
tudes and expenditures patients cannot afford 
multiple doctors for concurrent care. Since in- 
surance creates no new money, but only pays 
out what is paid in by policyholders, it cannot 
pay for such coverage. With multiple doctors 
indicated on a case, an attempt is made to pay 
them. When there are over-all limitations in the 
amount in a single hospitalization and those 
limitations must be considered in the payment 
to these doctors, it is imperative that doctors 
indicate when others are assisting in the care 
of a patient, and that they adequately describe 
the necessity for concurrent care. Unless this is 
done, it cannot be considered for payment by 
insurance. 

Many policies are protected by simply stating 
that only one doctor may be paid during a hos- 
pitalization. Blue Shield has not done that. There 
have been numerous cases in which payment was 
made above the limits of the “J” Contract, be- 
cause it was considered to be “necessary care.” 
With the offering of new contracts with wider 
coverage, the payments of amounts in excess of 
the “J” Contract must be curtailed. We doctors 
must consider the fact that if we are to special- 
ize in a limited field and attain unusual com- 
petence in that field, we may be able to charge 
larger amounts for our services. We must, how- 
ever, also consider whether or not our limitations 
have created a demand for another doctor who 
would not ordinarily be on the case and who in 
turn will make added charges on the patient. It 
is possible that our values need readjustment 
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as much as those of our patients. Let us be real- 
istic in our approach to this problem. 

Some have said that we encourage dishonesty 
in the recording of hospital data. That may be 
true, since a dishonest person, be he patient or 
doctor, will sometimes go to any extreme to reach 
his end. It is up to us of the medical profession 
to put a stop to such practices when they are 
discovered, all the more reason for the doctor to 
remain in this insurance field. Thus far, we have 
been lax in policing our ranks. Unless we are 
willing to do a better job of it, our minorities 
may be our Waterloo. 

The Claims Committee was confronted with 
such increasing numbers of questionable claims 
that permission was recently secured from the 
Blue Shield Board to submit the worst of these 
to local grievance committees for their considera- 
tion. And, accordingly, we have suggested to 
several doctors that if they were not satisfied 
with the decision of the Claims Committee, they 
could submit their problem to the local hospital 
audit committee, where one exists, or to the 
grievance committee. Serious consideration will 
be given to their decisions if they demonstrate 
a desire to review all facts and give them their 
conscientious deliberation. This is another oppor- 
tunity for medicine to solve its own problems. 
Many decisions must be based on the necessity 
of the hospitalization. Local groups can decide 
this better than distant ones IF THEY WILL, 
but if they refuse to accept this responsibility, 
government will do it for us in more ways than 
one. 

Regimented medicine in any form is not 
desirable, but it has been forced upon us by 
changing times and our own omissions. It is part 
of the great “averaging” of our present civiliza- 
tion in that fee schedules make no allowances for 
competence. Fee schedules, however, seem to be 
a necessity for the protection of the honest and 
humane doctor and patient. It seems far better 
for us to regulate ourselves in such a way that 
we maintain a reasonable control over our des- 
tiny rather than have politicans and bureaucrats 
take us over. It is late; it is imperative that we 
cooperate and that we regulate, if we are to con- 
tinue to practice a certain amount of free medi- 
cine. 


415 Medical Arts Building. 
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ABSTRACTS 


The Present Status of Endometriosis. 
By William Wickman and Timothy A. Lamphier. 
Postgrad. Med. 23:598-604 (June) 1958. 

Although benign in every sense of pathologic 
interpretation, endometriosis causes extremely dis- 
abling symptoms and frequently is particularly 
difficult to treat. Because its incidence seems to be 
increasing, and since it affects relatively young 
women in the childbearing age and leads to con- 
siderable discomfort and disability, the authors 
investigated the present status of the disease by 
analyzing a series of 175 cases of proved en- 
dometriosis observed in several hospitals in the 
Boston and Miami areas. In summarizing their 
observations and conclusions they stated that the 
disease usually can be diagnosed if one suspects 
the possibility of its occurrence and looks for the 
cardinal symptom and the pathognomonic sign. 
The cardinal indication is the progressive accumu- 
lation of symptoms associated with the menstrual 
period. The pathognomonic sign is an indurated, 
immobile, invasive endometrioma that is tender 
during menstruation. 

It has been emphasized that early marriage 
and frequent pregnancies may be an important 
factor in decreasing the incidence of this disease. 
The progress of endometriosis can be reversed by 
ovarian deactivation. Because the lesions of en- 
dometriosis can be seen long before they can be 
felt, one should be as radical] about advising 
operation as the surgeon should be conservative 
about castrating when he explores the abdomen. 
Hormonal therapy should not be used unless the 
diagnosis has been confirmed by an exploratory 
operation. This therapy should be used only for a 
limited time. In general, patients less than 40 
years of age should be treated by a conservative 
type of operation; patients more than 40 years 
old should be treated by more radical surgery. 
None of the theories advanced to explain the 
cause of endometriosis has been proved conclus- 


ively. 


Initial Clinical Trial of the Nitrogen 
Mustard Analogues of Chloroquine and 
Quinacrine: A Preliminary Report. By Ralph 
Jones, Jr., Ulfar Jonsson, Melissa Browning, How- 
ard Lessner, C. C. Price, and A. K. Sen. Ann. 


New York Acad. Sc. 68:1133-1150 (April 24) 
1958. 

Studies of the human pharmacology. of nitrogen 
mustard analogues of the antimalarial durgs chlo- 
roquine and quinacrine conducted in patients with 
advanced malignant disease are here described. 
Chloroquine mustard administered parenterally 
had as its limiting toxic reaction a profound effect 
on the central nervous system, manifested by the 
production of paresthesias, toxic psychosis, and 
convulsions. When chloroquine mustard was 
administered intramuscularly in doses of 0.2 to 
0.4 mg./kg., there was preliminary evidence sug- 
gestive of some chemotherapeutic activity against 
neuroblastoma, leukemia, and the solid lympho- 
mas. Quinacrine mustard produced severe gastro- 
intestinal irritation, and was probably not absorb- 
ed in an active form when administered by mouth. 
When administered parenterally, the limiting toxic 
reactions were local irritation and bone marrow 
depression. In patients who were treated parenter- 
ally, there was limited preliminary evidence sug- 
gestive of chemotherapeutic activity in two pa- 
tients with multiple myeloma and in one patient 
with chronic lymphatic leukemia. 


Urticaria Pigmentosa: Report or A CASE 
wiTtH Autopsy EXAMINATION. By Robert J. 
Davis, M.D., and Morris Waisman, M.D. A. M. 
A. Arch. Dermat. 79:649-650 (June) 1959. 

To authenticate the fact that the skin may 
be the organ exclusively involved in urticaria 
pigmentosa, even when of severe degree, the au- 
thors report a case of congenital urticaria pig- 
mentosa in an infant, studied clinically and at 
autopsy. In this instance, although the skin was 
classically and maximally infiltrated with mast 
cells, no evidence of concomitant involvement was 
detected internally. The possibility that visceral 
or skeletal lesions of mastocytosis might have 
developed later in life cannot, of course, be dis- 
avowed. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 























Time Marches On 


The third and last resolution which I proposed for your consideration at the 
New Year was: 


“FURTHER BE IT RESOLVED that we work as diligently and as constantly 
as our adversaries to do everything we can to preserve the freedom of our profes- 
sion and also the freedom of all men.” 


In a very few days we will open the Eighty-Sixth Annual Meeting of the Flor- 
ida Medical Association. That is the time each year that we do our most serious 
thinking as a group. It is the time that we most commonly make our most impor- 
tant decisions. It is when we approve or disapprove, accept or reject, the previous 
year’s work and efforts of our officers, Board of Governors and various committees 
as well as the proposals of our component county societies. I can think of no time 
more appropriate for us to consider seriously the meaning of our New Year 
Resolution. 


This is the time when we consider all of our resolutions for the year. Let us 
begin our eighty-seventh year well by following our New Year Resolution and com- 
pleting the work of our eighty-sixth year in a positive way that becomes the dignity 
of our profession. The welfare of the Medical Profession is one of our trusts. A 
more important responsibility is the welfare of all men. Let us, as we consider our 
problems, think of what is best for our immediate community—our own State of 
Florida, our national community—the United States of America, as well as what 
is best for the people of the world. 


If we devote our deliberations and attentions and if we work diligently always 
for what is best for our particular wards—the humans on this earth—we will not 
have to worry about what will happen to or what will happen for our profession. 
A grateful public will look after us as they have those before us and the medical 
profession will remain one of great dignity and esteem. 


The time has come for me to say farewell. I hope that your retiring administra- 
tion has added another rung to our ladder of progress. It has been said, “One can 
see far when he stands on the shoulders of his predecessors.” We are deeply grateful 
for the help we received from those before us and we hope we have given at least 
a little boost for the start of your new team. 


CO 
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Hemoglobin 


Once upon a time, hemoglobin was the stuff 
that made blood red and, when it was low, re- 
quired replenishing with iron to rid the patient 
of fatigue, weakness, and impotence. 

From the burgeoning reports of recent years, 
it now appears that hemoglobin is pretty compli- 
cated stuff and can be any one or a combina- 
tion of components currently designated alpha- 
betically from A through N. Just as there are 
no J-birds in the Army, there is no B hemoglo- 
bin, S hemoglobin having been given this posi- 
tion in the hierarchy. 

The hemoglobin existing in most adults and 
children past the age of 10 months, and there- 
fore presumably “normal” hemoglobin, is Type 
A. Except as noted below, Type A hemoglobin 
migrates most rapidly on filter paper electropho- 
resis and constitutes the reference point for de- 
scribing the electrophoretic mobilities of the “ab- 
normal” hemoglobins. Type A hemoglobin can 
be separated further into four subcomponents by 
starch-block electrophoresis, A-1 being the most 
abundant and hence the so-far ultimate “nor- 
mal.” Fraction A-2 is consistently increased in 


thalassemia states. 





Hemoglobin S is the abnormal hemoglobin 
found in the well known sickle cell diseases: the 
S-trait and S-anemia. The characteristic cell is 
identified by the classic sickle cell preparation 
and by the faster sodium metabisulfite method. 
S migrates less rapidly than A and more rapidly 
than C on electrophoresis. Recent case reports 
indicate that the usually innocuous S-trait can 
be responsible for gross hematuria, as well as 
for splenic infarctions during airplane flights and 
typical sickle cell crises after dehydration and/or 
anoxemia. In sickle cell anemia, recent therapeu- 
tic advances include the slow intravenous infu- 
sion of 80 to 120 cc. of one molar sodium lac- 
tate to abort painful crises and the maintenance 
of the total hemoglobin above 10 Gm. per hun- 
dred cubic centimeters by transfusions to heal 
lower leg ulcers. 

Hemoglobin C is transmitted genetically in 
the same fashion as S, so that the heterozygous 
C-trait and the homozygous C-disease exist. The 
characteristic but not pathognomonic red cell of 
the C states is the target cell. C moves most 
slowly of all the hemoglobins on filter paper 
electrophoresis. Patients with C-trait are asymp- 
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tomatic. In the few reported cases of homozy- 
gous C disease the patient usually has a chronic 
anemia and splenomegaly, but does not have 
hemolytic crises. 

Hemoglobin D is rare and migrates electro- 
phoretically in the same position as S. It is dif- 
ferentiated from S by different solubilities in 
phosphate buffers and by the inability to pro- 
duce sickling. 

Hemoglobin E is indigenous to Thailand and 
environs, and, therefore, of little local impor- 
tance. 

Hemoglobin F or fetal hemoglobin is identi- 
fied by the alkali denaturation test. It occurs 
normally in the newborn as 60 per cent to 80 
per cent of the total hemoglobin. The concen- 
tration gradually drops and is replaced by A or 
other hemoglobins until it has practically dis- 
appeared, in all but a rare individual, by the 
age of nine or 10 months. Hemoglobin F may 
reappear as 5 per cent to 10 per cent of the 
total hemoglobin in adults suffering from severe 
anemias of various etiologies. It is increased par- 
ticularly in sickle cell anemia and in patients 
w:.th combinations of other abnormal hemoglo- 
bins, and is characteristically elevated in the 
thalassemia states. 

It is axiomatic that a combination of two 
abnormal hemoglobins in a single individual con- 
fers a clinical situation more serious than the 
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relatively innocent C or S traits but less dan- 
gerous than the homozygous S anemia. In sickle 
cell-C disease and microdrepanocytosis (the sickle 
cell-thalassemia combination), however, painful 
and even fatal hemolytic crises have occurred. 
Other reported complications include pulmonary 
infarctions, aseptic necroses of the femoral head, 
and severe anemias of pregnancy. 


Hemoglobins G through N are rare, migrate 
faster than A electrophoretically, may impose a 
mild anemia on the host, and are of little clinical 
importance. 


The fine molecular structure of three of these 
hemoglobins, A, S and C, have been determined. 
If one breaks down the globin portion of the 
hemoglobin molecule into its polypeptide fractions 
and further into its amino acid const'tuents, one 
finds that they differ in only one amino acid of 
the more than 300 such in each molecule. It is 
s'mply awe-inspiring to know that this difference 
of one molecule can determine the health ard 
even the fate of an entire human organism. 


Thus, the current investigations of the hemo- 
glo»inopath’es, a tiny segment of the broad field 
of med‘cine, are bringing new light into the dark 
jungles of the study of human genetics, hemato- 
logic pathophysiology, and the molecular concept 


of disease. 
BARKLEY BEIDLEMAN, M.D. 





“Symptomatic Medicine” 


“Symptomatic medicine” has acquired the 
reputation of poor medicine, of the dispensing 
of a series of pills to relieve a succession of com- 
plaints in a patient with an undiagnosed or in- 
curable illness. It is generally referred to apolo- 
getically by the doctor in charge of the case, or 
condescendingly or scathingly by another doctor 
reviewing the case. Is such an attitude justified? 
Why should not the patient’s symptoms be re- 
lieved? 

The present century, because of the astound- 
ing advances in diagnostic techniques and in sur- 
gical and pharmacologic methods of cure, has 
witnessed a change in the goal of the medical 
profession. Cure of the disease, or, if that is not 
possible, restoration of maximum function, is now 


the a’m, rather than alleviation of suffering while 
the disease runs its course in the patient. It is 
true that if the disease is properly diagnosed, and 
if a specific remedy is available and properly 
prescribed, then the symptoms caused by the 
disease will abate and eventually disappear as 
the disease is healed, and a change in the symp- 
toms may be a useful gauge of the progress of 
the treatment. 

But what of the many symptoms caused by 
“stress” or “tensions” or by unknown disorders? 
The patient may obtain some relief by learning 
that his headache is caused by tension or sinusi- 
tis rather than the brain tumor he feared, but 
he will still expect some more direct relief while 
awaiting the benefits of measures directed toward 
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» underlying condition. If such relief is not 
thcoming, the less tolerant or less patient 
p tient will seek help elsewhere—which explains 
wiy the quack and the cultist still flourish in 
tis age of medical miracles. 

One other point should be made. It is often 
tought that “symptomatic medicine” is easy— 
that the relief of a symptom is a simpler achieve- 
ment than cure of a disease. This is far from 
or 
in 


—_ 


ue, for the proper evaluation of a symptom 
volves a thorough grounding not only in phys- 
iclogy but also in the psychology of the doctor 
as well as the patient, and prescribing for the 


symptoms presupposes an up-to-date knowledge 
of pharmacology. 

The relief of symptoms is still the principal 
desire of patients coming to the physician. There 
should be no shame or stigma attached to grant- 
ing such relief, provided the cause of the symp- 
toms is understood. For a remarkably lucid and 
complete exposition on this subject the interested 
reader is referred to Dr. Walter Modell’s mono- 
graph. 


1. Modell, Walter: The Relief of Symptoms, Philadelphia, W. 
B. Saunders Company, 1955. 


J. M. P. 





The Functions of an Intern 


And Resident Committee 


In the past 10 years there has been a marked 
change in the thinking of the average senior 
medical student as he looks for the internship 
which best suits his needs. Formerly, most ap- 
pointments were arranged by the faculty advisor, 
but with the development of the intern matching 
program, the student found that he could com- 
mand greater consideration and advantages for 
himself as the price for his acceptance of an 
internsh'p. This has led to many needed and 
desirable improvements in the intern’s life, but 
has also created the intern who is entirely or 
primarily interested in the material benefits to 
be obtained during this period of his training. 

Recognizing these changes and accepting the 
desirable and progressive ones, we continue to 
believe that facilities for patient management in 
an atmosphere of congeniality with good super- 
vision by an interesting attending staff at an in- 
stitution that provides facilities for investigative 
work and cares for the physical needs of the 
house staff will attract desirable interns. 

On this premise, all senior students who con- 
tact a hospital regarding internships should be 
encouraged to visit and thoroughy inspect the 
institution. This visit should be chaperoned by 
a member of the house staff who has no advance 
notice of the visit or instructions concerning the 
conduct of the visit. The student should see the 
physical plant, learn of the nursing service, in- 
spect the laboratory facilities, and determine the 


degree of supervision by the attending physician 
upon each service as well as the caliber of these 
physicians. He should observe the type and 
variety of clinical material, the posted on call 
service, the living quarters and the eating facil- 
ities, and above all—by association with his guide 
and the other members of the house staff with 
whom he comes in contact—he should feel the 
disposition of the staff. 

This intangible disposition of satisfaction or 
dissatisfaction with one’s work is most important 
to each prospective intern or resident, for this 
is the end result of a service which, recognizing 
its minor deficiencies, constantly tries to correct 
them and to achieve a satisfying and rewarding 
experience. 

Within the administrative office questions of 
stipend, job opportunities for wives of the mar- 
ried interns, local costs of living, hospital sta- 
tistics, and the policies of the administration in 
regard to the house staff should be answered. 

Whenever possible the applicant should talk 
with a member of the attending staff to deter- 
mine the potential of the training program in 
which he will undertake his first patient respon- 
sibility. The staff members contribute their serv- 
ices because of the enjoyment derived from 
teaching, and their enthusiasm can communicate 
itself to the applicant for internship. In turn, this 
contact with the young men and women of medi- 
cine is a stimulus which helps to maintain the 
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interest of the attending staff. The hospital 
intern committee should encourage this contact 
and perfect a program which places patient re- 
sponsibility directly upon the house staff with the 
attending staff in an ever present advisory capac- 
ity. 

The intern and resident committee should fur- 
ther encourage a well rounded hospital experi- 
ence including facilities for experimental medi- 
cine and research. With such an organization 
the hospital can offer a training program rarely 
available except in the larger teaching centers. 

Such a committee should be young enough to 
understand the many problems which beset the 
intern and to encourage free discussion of these 
problems. This rapport insures the rapid cor- 
rection of unrest and prevents smoldering resent- 
ments which may wreck morale. 
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In summary, the intern who accurately asses- 
ses his hospital’s potential as well as what it 
expects from him before making his choice is 
more apt to be a contented, industrious and well 
oriented individual. The strength of a residency 
program is dependent upon the caliber of interns 
available for residency training selection. The 
level of a hospital’s performance is determined by 
the ability of the house and attending staffs and 
their cooperative effort. 


It is the goal of the intern and resident com- 
mittee to assure this effective cooperation through 
dedication, devotion and industry to the end that 
hospital staff interns and residents and the pa- 
tients shall enjoy the benefits of the training 
program. 


THap MosELeEy, M.D. 





Rehabilitation 
The Third Phase of Medicine 


Howarp A. Rusk, M.D. 
NEW YORK 





One of the greatest advances that has been 
made by medicine and surgery in the past two 
decades is the new acceptance of a third dimen- 
sion of medical and surgical responsibility—re- 
habilitation. There is no more eloquent testimony 
not only of medicine’s acceptance of this respon- 
sibility, but also of the acceptance of all profes- 
sions, of government at all levels, of industry, of 
the public and of education than the two reasons 
we are gathered here this week end—the new 
College of Health Related Services and the Re- 
habilitation Area of the Teaching Hospital and 
Clinics of the J. Hillis Miller Health Center. 


Rehabilitation has frequently been termed 
the “third phase of medicine,’ following “pre- 
ventive medicine’ and “curative medicine and 
surgery.” It is that period when the “fever is 
down and the stitches are out,” the period “‘be- 
tween the bed and the job.” In contrast to “‘con- 


Professor and Chairman, Department of Physical Medicine 
and Rehabilitation, New York University-Bellevue Medical 
Center, New York City; Associate Editor, The New York 
Times; Past President, International Society for the Welfare 
of Cripples; President, The World Rehabilitation Fund. an 

Abstract of an address delivered at the formal recognition 
of the College of Health Related Services and Rehabilitation 
Area of the Teaching Hospital and Clinics, J. Hillis Miller 
Health Center, Gainesville, Fla. 


valescence,” in which the patient is left alone 
to let nature and time take their course, rehabili- 
tation is a dynamic concept in which the skills of 
the rehabilitation team consisting of the physician, 
physical therapists, occupational therapists, 
nurses, social workers, counselors and other 
trained personnel are integrated as a single force 
to assist the patient in reaching the maximum of 
his physical, emotional and social and vocational 
potentials. 

The first objective of rehabilitation is to elimi- 
nate the physical disability if that is possible; the 
second, to reduce or alleviate the disability to the 
greatest extent possible; and the third, to re- 
train the person with a residual physical disability 
“to live and to work within the limits of his dis- 
ability but to the hilt of his capabilities.” 

Until the last 50 years, the saving of human 
life as the traditiona] and cherished goal of medi- 
cine was largely a matter of saving individual 
patients. With the first half of the Twentieth 
Century, the whole character of medicine’s tra- 
ditional goal was changed. The expansion of re- 
search into the etiology and therapy of communi- 
cable and infectious diseases “struck specifics.” 
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e establishment of new and effective public 
h lth measures and the rich findings in the basic 
i ids reported elsewhere gave the life-saving 
fi.actions of medicine mass proportions. 

These combined with similar advances in 
g eater availability of medical and hospital care, 
ir:proved nutrition, increased education, better 
housing and all the contributing factors to our 
uuprecedented current standard of living mean 
hundreds of thousands of persons are alive today 
who would have died at the turn of the century 
with the same medical problems. Yet many of 
them have not come out unscathed. They have 
survived only to find themselves confronted with 
residual disability. The paraplegic whose back 
is broken in a fall does not die today as he would 
have 50 years ago. He has strong arms, an active 
mind and a burning desire to live the best life 
he can with what he has left. Antibiotics control 
the upper respiratory and urinary infections of 
the severely involved cerebral palsied youngster 
who would have succumbed before their develop- 
ment. He seeks his place in society. The sur- 
vivors of infection get their share of the degenera- 
tive diseases. These are present day problems 
which must be solved. 


a 


—? 


Q 


The day to day experience of all practicing 
physicians shows not only that there has been a 
substantial increase in the gross number of dis- 
abled persons, but also that a growing percentage 
of our population suffer from long term illnesses 
and substantial physical impairments. 


During the past few years there has been a 
growing interest, both professional and among the 
public, in the development of rehabilitation serv- 
ices for the physically handicapped. This growth 
of rehabilitation services for the handicapped is 
a part of a total pattern of an expanding com- 
munity, national and global consciousness of so- 
cial welfare, which is reflected in similar advances 
in all educational, health, and social services. 


As in all great social movements, this increased 
interest in rehabilitation has been a result of the 
impact and recognition of increased needs—in this 
instance, the rapid increase in the developed parts 
of the world of the incidence of chronic disability 
as a result of the increasing age of the population. 


Although some nations of the world still have 
pressing problems of communicable disease, and 
life expectancy rates vary from nation to nation, 
depending on the availability of medical care, 
public health measures, food supply, and the gen- 


eral standard of living, the trend in all nations is 
toward a greatly increased life expectancy, with 
the result that throughout the world our popula- 
tion is gradually becoming older. 

At the same time that the average age is ad- 
vancing in the developed parts of the world, a 
new concept of the dignity of man and the value 
of the worth of the individual is beginning to 
emerge in those nations of the world which do 
not have the benefits as yet of modern programs 
of public health and medical care. This new con- 
cept of the worth of the individual has been sym- 
bolized, and is finding its expression in many in- 
stances in the desire of these nations to institute 
programs of services for their physically handi- 
capped. 

Rehabilitation has been defined as the ultimate 
restoration of the disabled person to his maximum 
capacity—physical, emotional, social and voca- 
tional. Implicit in this definition is the need for 
a team whose members can bring together a wide 
variety of skills and understandings. No one 
profession can furnish all the services needed. Re- 
habilitation is, rather, an area of specialized ac- 
tivity within a number of professional disciplines. 


The Physician’s Responsibility 


Until recent years, the great majority of the 
medical profession looked upon rehabilitation as 
an extracurricular activity of medicine, something 
dealing with social work and vocational training, 
but something which they had little concern, and 
which held but few implications for medicine. To- 
day, however, that trend is being reversed, and al- 
though there are still many physicians who are 
unfamiliar with the aims and procedures of re- 
habilitation, more and more medicine is beginning 
to recognize that medical care cannot be con- 
sidered complete until the patient with a residual 
physical disability has been trained “to live and 
work with what he has left.” Except in a few iso- 
lated instances, the physically handicapped per- 
son must be retrained to walk and travel, to care 
for his daily needs, to use normal methods of 
transportation, to use ordinary toilet facilities, to 
apply and remove his own prosthetic devices and 
to communicate either orally or in writing. These 
are such simple things that they are frequently 
overlooked, but the personal, vocational, and so- 
cial success of the handicapped person is depend- 
ent upon them. 

The practice of rehabilitation for the general 
practitioner, for the orthopedic surgeon, or for 
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any doctor, begins with the belief in the basic 
philosophy that the doctor’s responsibility does 
not end when the acute illness is ended or surgery 
completed; it ends only when the individual is re- 
trained to live and work with what is left. This 
basic concept of the doctor’s responsibility can 
be achieved only if rehabilitation is considered 
an integral part of medical services. Any program 
of rehabilitation is only as sound as the basic 
medical and surgical service of which it is a 
part. The diagnosis and prognosis must be accu- 
raté, for it is upon them that the feasibility of 
retraining is determined. 


Rehabilitation Services in Hospitals 


Although some outstanding rehabilitation pro- 
grams in various parts of the world have demon- 
strated that rehabilitation to the point of self 
care and even to full or limited employment is 
possible for many of the chronically ill who have 
been hospitalized for long periods, patients in few 
hospitals receive comprehensive rehabilitation 
service. Hospitals complain that the chronically 
ill are responsible for their overcrowded state, 
but few of them provide the third phase of medi- 
cal care which will permit many of these patients 
to leave the hospital. 


It is only within the general hospital that such 
services can be brought to the patient at the 
earliest possible time, and costly and damaging 
physical, emotional, social and vocational sequelae 
of the acute disease process or trauma be allevi- 
ated or minimized. 


To ignore the development of rehabilitation 
services within general hospitals is to guarantee 
the continued deterioration of many less severely 
disabled persons until they, too, reach the severely 
disabled and totally dependent category. The 
neglect of disability is far more costly than an 
early aggressive program of rehabilitation which 
restores the individual to the highest possible 
level of physical, economic, social and emotional 
self sufficiency. 

Nearly 14 years of experience in the first com- 
prehensive rehabilitation in a general civilian hos- 
pital (Bellevue Hospital, New York City) togeth- 
er with extended observation and study of other 
general hospitals indicate that rehabilitation serv- 
ices within the hospital can best be provided by 
the organization of a “bed service” which has a 
relationship to the other hospital services similar 
to that of the x-ray and laboratory divisions. 
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For example, in Bellevue Hospital the re- 
habilitation service provides consultants for such 
other major services as orthopedics, pediatrics, 
surgery, and neurology. Its resident and visiting 
staff regularly makes rounds with the resident 
and visiting staff of these services. Its staff may, 
for example, see a patient in consultation before 
his leg is removed, indoctrinating him as to what 
he must expect, why he cannot keep his stump 
on a pillow, why he has to lie on his abdomen. 
Medical responsibility during the period of de- 
finitive care, of course, rests with the initial or 
admitting service. As soon as the stitches are re- 
moved, the patient is transferred to a rehabilita- 
tion ward. At this time, the rehabilitation service 
assumes the major responsibility for his care, fit- 
ting of the prosthesis, and training in its uses. 
The roles are now reversed; the surgical service 
has become the consulting service. 

Prior to the actual transfer of the patient to a 
rehabilitation ward, however, he attends one of 
the rehabilitation service’s semiweekly evaluation 
clinics, where his problem is analyzed and dis- 
cussed by all members of the staff—physical 
therapists, occupational therapists, nurses, voca- 
tional counselors, speech therapists, social workers 
and psychologists—as well as resident and visiting 
medical staff. The decision as to the feasibility 
of transferring the patient to the rehabilitation 
service is then made on the basis of the service’s 
ability to contribute to his over-all physical, emo- 
tional, social and vocational rehabilitation. 

Rehabilitation during the first quarter of the 
century was characterized by the development of 
orthopedic surgery, physical therapy, and occupa- 
tional therapy, all outgrowths of World War I. 
Under the stimulus of World War II, the second 
quarter of the century has seen a recognition that 
the problems medicine faces in meeting the grow- 
ing incidence of chronic disease and disability ex- 
tend far beyond any medical specialty; they are 
problems which must be faced and solved by 
medicine as a whole. The concept of rehabilitation 
and the basic techniques must be made a part of 
the armamentarium of all physicians, for regard- 
less of the type of disability, the responsibility 
of the physician to his patient cannot end when 
the acute injury or illness has been cared for. 
Medical care is not complete until the patient 
has been trained to live and to work with what 
he has left. 

If any major attack is to be made on the prob- 
lems of chronic disability, the general hospital 
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d the individual practicing physician must be 
e focal points of that attack. It is only in doc- 
rs’ offices and in general hospitals that such 
rvices can be brought to the patient at the 
rliest possible time and that the costly and 
c amaging physical, emotional, social and vocation- 
: sequelae of the acute disease process or trauma 
niay be alleviated or minimized. 
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Rehabilitation of the chronically ill and the 
chronically disabled is not just a series of restora- 
tive techniques—it is a philosophy of medical re- 
sponsibility. Failure to assume this responsibility 
means to guarantee the continued deterioration 
of many less severely disabled persons until they, 
too, reach the severely disabled and totally de- 
pendent category. The neglect of disability in its 
early stages is far more costly than an early 
aggressive program of rehabilitation which re- 
stores the individual to the highest possible level 
of physical, economic, social and emotional self 
sufficiency. 

The new College of Health Related Services 
and the Rehabilitation Area of the Teaching Hos- 
pitals and Clinics of the J. Hillis Miller Health 
Center will make a significant contribution not 
only in Florida, but throughout the Southeast, 
nationally and internationally to the more wide- 
spread practice of the philosophy of rehabilitation. 


400 East Thirty-Fourth Street (16). 





Midwinter Seminar 


Of Ophthalmology and Otolaryngology 
A Popular Attraction 


The fourteenth annual Florida Midwinter 
Seminar of Ophthalmology and Otolaryngology 
was held at the Americana Hotel in Bal Harbour, 
Miami Beach, from January 24 to January 30, 
1960. Again this year there was an unusually 
large number of registrants from throughout the 
nation with about 350 physicians in attendance. 
These physicians represented about 45 states, the 
District of Columbia and several provinces of 
Canada. Florida had the largest delegation with 
78 physicians present, and the state of New York 
was a close second. There were heavy representa- 
tions from the other Northern states as well as 
from the Midwest. A small number of registrants 
came even from the far Western states including 
California. 


This year the first three days were devoted 
to ophthalmologic papers and the last three days 
to otolaryngologic papers. In between the inter- 
esting papers there were over 20 interesting ex- 
hibits to be studied. All of the 30 papers pre- 
sented were of great interest to the doctors in at- 
tendance, and a large amount of unpublished 
material was presented. . 

In the section on ophthalmology, Dr. Bernard 
Becker, of St. Louis, reported on his findings in 
glaucoma, a field in which he has performed 
over 40,000 electrotonographic examinations. He 
presented strong evidence indicating that glau- 
coma is inherited, with it being detected in about 
15 per cent of patients who had members of their 
family with glaucoma. He also discussed some of 
the newer medicines, both miotics and secretory 
inhibitors, and their use in treating glaucoma. 

Dr. David G. Cogan, of Boston, gave an excel- 
lent presentation on what examinations of the eye 
tell about systemic diseases and how their recog- 
nition and prognosis can be aided by the ophthal- 
mologist. 

Dr. Robert N. Shaffer, of San Francisco, led 
interesting discussions on the use of the gonio- 
scope as well as diagnosis and treatment of con- 
genital and secondary glaucomas. 

Dr. Joseph A. C. Wadsworth, of New York, 
presented many interesting facets of little known 
vitreous syndromes as well as the difficult diag- 
nostic criteria of macular lesions. 

Dr. Frank B. Walsh, of Baltimore, discussed 
numerous neuro-ophthalmologic subjects relating 
to bilateral sudden blindness and muscle palsies 
and also presented special selected case reports. 


In the otolaryngologic section Dr. Howard P. 
House, of Los Angeles, presented the most start- 
ling data in his discussion of the inner ear. It 
has been shown that dihydrostreptomycin is toxic 
and has brought about some cases of incurable 
nerve deafness. It is his recommendation that 
dihydrostreptomycin not be used at all, and he 
reported that it had been taken off the market by 
many of the drug houses. 

Dr. Merle Lawrence, of Ann Arbor, Mich., 
presented several talks on the physiology of hear- 
ing, to the edification of all present. 

Dr. Joseph H. Ogura, of St. Louis, discussed 
many new and interesting facets of head and 
neck surgery in relation to cancer of the larynx, 
pharynx, and esophagus. 

Dr. Maurice H. Cottle, of Chicago, presented 
several new aspects of rhinitis and sinusitis with 
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especially a new premaxilla-maxilla approach in 
septum surgery. 

Dr. Lawrence Boies, of Minneapolis, discussed 
some of the indications for sinus surgery as well 
as neurologic lesions in otolaryngology. 

After this most interesting week’s meeting, 
the doctors returned to their respective homes 
well rested and enlightened and looking forward 


to an even more interesting program next winter. 
T. S. E. 





Sixth Biennial Cardiovascular Seminar 
Set for April 27-30 at Miami Beach 


The Sixth Biennial Cardiovascular Seminar 
will be held at the Balmoral Hotel on Miami 
Beach April 27 through 30, 1960, Wednesday 
through Saturday. It will again be cosponsored 
by the Heart Association of Greater Miami, the 
Florida State Board of Health, and the Florida 
Heart Association. In conjunction with the Semi- 
nar will be the Annual Meeting of Membership, 
and the Staff Conference of the Florida Heart 
Association, also set for the Balmoral. 

Seminar hours have been set from 9:00 in 
the morning until 2:00 in the afternoon to allow 
registrants, participants, and their families to en- 
joy the beach in the spring. Sixth in the series 
begun in 1950, the Seminar is expected to reach 
a record attendance, with a roster of 13 of the 
world’s outstanding men in the field of cardio- 
vascular disease. 

The faculty includes Dr. E. Grey Dimond, 
Professor and Chairman of the Department of 
Medicine at the University of Kansas Medical 
Center, and Director of the Cardiovascular Lab- 
oratory there; Dr. Harriet P. Dunstan of the 
Cleveland Clinic, well known for her contribu- 
tions to research in the field of hyptertension and 
a member of the American Heart Association 
Council for Hypertension Research; Dr. William 
T. Foley, Associate Professor of Clinical Medi- 
cine at Cornell University College of Medicine, 
and noted for his many contributions in the field 
of anticoagulants; Dr. Charles K. Friedberg, 
Senior Attending Physician and Chief of Car- 
diology at Mt. Sinai Hospital in New York City, 
editor of the textbook “Diseases of the Heart” 
and of the publication, “Progress in Cardio- 
vascular Disease,” and on the Editorial Board 
of “Circulation” magazine. 

Other members are Dr. Dwight E. Harken, 
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Surgeon and Chief of the Department of Thoracic 
Surgery at Mt. Auburn and Malden Hospitals 
in Boston, Surgeon to the Peter Bent Brigham 
Hospital in Boston, and Consultant in Thoracic 
Surgery to the Veterans Administration Hospitals 
in Massachusetts, and a Founder of the Board 
of Thoracic Surgery; Dr. John B. Hickam, Pro- 
fessor and Chairman of the Department of Medi- 
cine at the Indiana University Medical Center; 
Dr. Robert M. Hosler, Associate Director of 
courses in Cardiac Resuscitation at the New York 
Academy of Medicine and in Cleveland, and auth- 
or of a well known manual on cardiac resuscita- 
tion; Dr. Bernard Lown of the Harvard Univer- 
sity School of Public Health where he is current- 
ly Associate in Medicine in the Department of Nu- 
trition at Harvard and Peter Bent Brigham Hos- 
pital; and Dr. James Metcalfe of the Boston 
Lying-In Hospital and Assistant Professor of 
Medicine at the Harvard Medical School. 


Additional faculty members are Dr. Clark H. 
Millikan of the Mayo Clinic, Professor of Neurol- 
ogy of the Mayo Foundation, Graduate School, 
University of Minnesota; Dr. Eugene A. Stead, 
Jr., Chairman of the Department of Medicine at 
the Duke University School of Medicine, and 
Physician-In-Chief at the Duke Hospital in Dur- 
ham; Dr. Demetrio Sodi-Pallares, Chief of the 
Department of Electrocardiography at the Na- 
tional Institute of Cardiology in Mexico City, and 
Professor of the Cardiovascular Clinics at the 
National University of Mexico; and Dr. W. Jape 
Taylor, Assistant Professor of Medicine at the 
College of Medicine of the University of Florida, 
and rnember of the Board of Directors and the 
Professional Education Committee of the Florida 
Heart Association. 

Physicians are urged to register promptly 
with the Heart Association of Greater Miami, 
2 S. E. 13th Street, Miami 32, Florida. 
The registration fee for the Seminar will 
be $25.00, which will not include luncheons, 
separately priced at $3.00 each. Registrants from 
outside the Miami area who wish may make reser- 
vations at the Balmoral Hotel, and will be given 
a special rate for the duration of the Seminar, 
including two days before and two days after. 
At the time of registration, each participant will 
have the opportunity to specify which of the dis- 
cussion groups he wishes to participate in. Lunch- 
eons each day will feature a two hour panel, dur- 
ing which members of the morning’s faculty will 
answer questions from the audience. 
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Dedication Ceremonies 
For New Research Building 


“Town and gown are partners in medical edu- 
cation,” Dr. John H. Talbott said in his dedica- 
tory address for the new Research Building of 
tae University of Miami School of Medicine on 
March 3. Under a gala tent, an audience of more 
than a thousand Miamians interested in medical 
education heard Dr. Talbott outline the responsi- 
bilities of organized medicine to medical educa- 
tion and the relationships which should be 
realized through this partnership. 

After Dr. Talbott’s talk, R. B. Gautier Jr., 
former Florida senator, replied to the challenge 
and expressed the hope that the great medical 
potential of Miami would be realized and that 
the medical school, now past its infancy, would 
develop into one of the world’s great medical 
centers. 

Mr. Gautier spoke for the Council of the 
School of Medicine, a group of prominent Miami 
business and professional leaders who are seeking 
to raise funds for the completion of the perma- 





Dr. John H. Talbott, principal speaker at the dedi- 
cation, and Editor of The Journal of the American 
Medical Association. 





Dr. John C. Finerty, Chairman of the Department of Anatomy, checks condition of animals moved to the 


new research building from temporary warehouses. 
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New Research Building, University of Miami School 
of Medicine. 


nent buildings of the school. A new basic science 
building to replace the temporary facilities leased 
from the Veterans Administration Hospital in 
Coral Gables is the council’s first objective. 

The Research Building, located at 1600 N.W. 
10th Avenue, Miami, is part of the Metropolitan 
Medical Center. It has been under construction 
since May 1958, and contains 90,000 square feet 
of laboratory space. The building cost over two 
million dollars to build and another quarter of a 
million dollars to equip. The funds were obtained 
from the United States Public Health Service 
and from Dade County and University sources. 

The School of Medicine now has 150 research 
projects under way, with grants of more than 
two million dollars annually for their support. 
Many of these projects have had to be housed 
in temporary and inadequate quarters all over 
Dade County. Warehouses, old barracks build- 
ings and empty stores have all been pressed into 
service. Each department of the School of Medi- 
cine has been looking forward to the facilities 
now available in the modern, air-conditioned, 
spacious structure. The building is designed so 
that it may be joined to a future basic science 
building, to be constructed when funds are avail- 
able. 

Daniel J. Mahoney, chairman of the Univer- 
sity of Miami Board of Trustees, presided at the 
dedication ceremonies. Brief statements were 
made by Dr. Jay F. W. Pearson, President of the 
University, and Dr. Homer F. Marsh, Dean of 
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the School of Medicine. Also introduced were Mr. 
Francis Schmehl, representing the Department of 
Health, Education, and Welfare, Mr. Ben Mc- 
Gahey, Chairman of the County Commissioners 
of Dade County, and Hoke T. Maroon, Miami 
banker and chairman of the Medical School 
Council. 

The dedication ceremonies were planned by 
a committee of almost 100 people, under the 
chairmanship of Dr. Robert B. Lawson, Professor 
and Chairman of the school’s Department of Pedi- 
atrics. Mr. Maroon was co-chairman. Other mem- 
bers of the planning committee were: Program, 
Dr. Ralph Jones Jr., Professor of Medicine, and 
Judge Ray Pearson; Printing, Dr. William B. 
Deichmann, Professor of Pharmacology; Invita- 
tions, Dr. George T. Lewis, Professor of Bio- 
chemistry and R. B. Gautier Jr.; Arrangements, 
Dr. W. A. D. Anderson, Professor of Pathology; 
Exhibits, Dr. David S. Howell, Assistant Pro- 
fessor of Medicine; Hospitality, Mrs. James H. 
Ferguson and Mrs. Herman Boughton; Guides, 
Mrs. Fred F. Ravlin; and Hostesses, Mrs. Karl 
Slotta. Members of the Medical School Council 
served on all committees. The theme set for the 
dedication was Research Is the Key to Tomorrow. 
Guides and hostesses wore large gilt keys as em- 
blems, and keys were used to decorate the ex- 
hibit and luncheon areas inside the building. 





Dr. Gordon C. Ring, Chairman of the Department 
of Physiology, adjusts electronic equipment newly re- 
ceived for electrophysiology research. 
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More than 60 women took special training 
ourses in order to be able to act as guides. The 
‘niversity faculty and staff were given a guided 
review of the new building on March 2. Follow- 
1g the dedication ceremonies tours through the 
vuilding were provided for the general public and 
ijuring the week, several thousand people came 
hrough. Radio and television stations in the 
\liami area announced the hours of the tours 
frequently during the week prior to the dedi- 
cation, and the School of Medicine used the op- 
portunity to show visitors what kinds of new 
research projects are under way. 





Palm Beach County Medical Society 
Health Fair 


The Palm Beach County Medical Society felt 
strongly that the ever increasing amount of health 
information in magazines, newspapers and tele- 
vision commercials today points to three impor- 
tant facts: 

1. These news releases place before the pub- 
lic information of intimate interest and 
appeal. 

2. They present confusing and often contra- 
dictory opinions on diagnoses and treat- 
ments. 

3. They bring to the attention of the medical 
profession the tremendous need for gen- 
eral health education. 


Two main mediums through which the public 
can be reached by the medical profession are 
health forums, which have proved to be popular 
and well attended, and health fairs. The advan- 
tages of health fairs over any other form of 
communication are being shown with each exhibit 
sponsored on a professional level. 

Health fairs are a relatively new method of 
disseminating health information for the en- 
lightenment of the general public, and the Janu- 
ary 1960 Fair sponsored by the Palm Beach 
County Medical Society is the first such effort in 
Florida and the third in the nation. When the 
Palm Beach County Medical Society decided to 
have a Health Fair, it had two important deci- 
sions to make: (1) where to hold it, and (2) 
who should participate. It considered space avail- 
able, ease of access and, most important, how to 
reach the greatest number of people. The con- 
sidered decisions gave this exhibit the distinction 
of being the first Health Fair held in conjunction 
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Exhibits were set up in tents in keeping with the 
atmosphere of the County Fair. 





Inside the tent exhibits were set up on either side 
of a wide aisle. Note the use of platforms as the 
foundation for all exhibits. 


with a County Fair; the first to be held in a tent, 
with 8,000 square feet of exhibit area; and the 
longest run of any health fair up to this time, 
nine days. 


Sixteen voluntary and official health organ- 
izations were invited to participate along with the 
allied medical groups which included the Palm 
Beach County Dental Society, Palm Beach 
County Veterinary Society, Palm Beach Phar- 
maceutical Society, and District 9 Nurses’ Asso- 
ciation. The voluntary and official organizations 
included: Palm Beach County Health Depart- 
ment, Visiting Nurse Association of Palm Beach 
County, American Cancer Society, Palm Beach 
County Blood Bank, Palm Beach County Asso- 
cation for Retarded Children, Palm Beach Coun- 
ty Chapter National Foundation, Rehabilitation 
Center for Adults and Children, Palm Beach 
County Society for Crippled Children & Adults, 
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Palm Beach County Mental Health Association, 
Palm Beach County Tuberculosis & Health As- 
sociation, Heart Association of Palm Beach and 
Martin Counties, Glaucoma Detection Clinic, Vo- 
cational Rehabilitation Service, Good Samaritan 
Hospital, St. Mary’s Hospital, Florida Alcoholic 
Rehabilitation Program, Florida Council for the 
Blind, and Palm Beach County Chapter, Ameri- 
can Red Cross. 

One of the special features of this fair was 
the emphasis on careers in medicine and the allied 
medical] sciences. Tours for high school students 
were an important part of the plan to convey 
information on career opportunities in the health 
fields. Free services offered included blood typ- 
ing, chest x-rays, and a glaucoma detection sur- 
vey which attracted crowds lined out to the mid- 
way. These services were strategically located to 
offer ample opportunity for all to take advantage 
without causing congestion in the general exhibit 
area. Among the 28 exhibits shown were those 
obtained from the American Medical Association, 
the Cleveland Health Museum, the United States 
Public Health Service, the United States Depart- 
ment of Agriculture, the Florida State Board of 
Health and other agencies. 

In the initial planning for the Health Fair, 
the Palm Beach County Medical Society appoint- 
ed a Health Fair Committee composed of chair- 
men of all major medical society committees; 
subcommittees to handle exhibit review, publicity 
review and doctor recruitment were selected. At 
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the outset of planning a coordinator was appoint- 
ed to take care of the many details involved in 
such an undertaking. This was Mrs. Ivan Schmidt, 
a member of the Medical Society’s Auxiliary, who 
originally suggested the idea of the Health Fair. 
The importance of the coordinator cannot be 
stressed too strongly, because without such a 
person it would be impossible to carry out a proj- 
ect of this magnitude successfully. Valuable as- 
sistance in planning was received from the Ameri- 
can Medical Association, the Florida Medical 
Association, the Florida State Board of Health 
and the Columbus (Ohio) Academy of Medicine. 


The success of this project can be measured 
by the large attendance throughout the hours of 
operation which were 10 a.m. to 10 p.m. during 
the nine days of the exposition. Between 50 and 
60 thousand people passed through the exhibits. 
The state and national interest which has been 
shown in this fair along with tremendous local 
enthusiasm is further indication of the value of 
this activity in furthering public relations and 
health education. 


In planning this fair the importance of avoid- 
ing commercialism was emphasized, and an infor- 
mative and scientific approach was stressed. The 
satisfaction and results of this undertaking are 
more than compensating for the effort involved. 

CLARENCE L. BRuMBACK, M.D., Chairman 
HEALTH Farr COMMITTEE 
Patm BEAcH County MEpIcAL SOCIETY 





Florida Association of Blood Banks 
Holds Annual Meeting in Clearwater 
May 13 -'15, 1960 


The annual meeting of the Florida Association of Blood Banks will be held at the Fort Harrison 
Hotel in Clearwater on May 13-15, 1960. An outstanding program has been planned by Dr. Lloyd 
R. Newhouser, President-Elect and the chairman of the Program Committee, and is as follows: 


FRIDAY, MAY 13, 1960 
8:30p.m. Annual Business Meeting 


SATURDAY, MAY 14, 1960 


Dr. Walter H. Winchester, President-Elect, Pinellas County Medical Society 


Robert Klein, M.D., Blood Bank, College of Medicine, University of Florida, 


9:00- 9:15 Welcome Address 
9:15- 9:40 Licensing and Inspection of Blood Banks 

John T. Tripp, Ph.D., National Institutes of Health 
9:40-10:15 Hemosiderosis 

Jacob Neber, M.D., Mount Sinai Hospital, Miami Beach 
10:15-10:45 Discussion and view exhibits 
10:45-11:15 Lions, Ostriches and Sheep 

Gainesville 
11:15-11:45 Transfusions and Hepatitis 


John R. Neefe, M.D., St. Petersburg Medical Clinic, St. Petersburg 
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:00- 2:30 Method for Checking Technician Crossmatches 
D. B. Rulon, M.D., U. S. Naval Hospital, Key West 
:30- 3:00 The Present Status of Bone Marrow Transfusions 
James N. Patterson, M.D., Tampa 
:00- 3:15 Exhibits 
:15- 3:35 Disaster 
Louis E. Pohlman, M.D., and Mary Rand, Central Florida Blood Bank, Orlando 
1:35- 4:00 Allergic Transfusion Reactions (A Review) 
John B. Ross, M.D., Jacksonville Blood Bank, Jacksonville 
4:00- 4:20 Donor and Recipient Immunizations 
Ed Landry, Laboratory Supervisor, John Elliott Blood Bank, Miami 
4:20- 4:45 Normal and Abnormal Platelets 


Lloyd R. Newhouser, M.D., John Elliott Blood Bank, Miami 


SUNDAY, MAY 15, 1960 


9:00- 10:00 Business Meeting 
10:00- 12:00 Round table discussion on Blood Bank Administration 
Panel: Al Bloomingdale, Chairman, Miami; Carol Wilson, Jacksonville; Quinn Jor- 
dan, Phoenix, Ariz.; R. E. Hunter, Clearwater; and R. P. Tew, M.D., Lakeland 
10:00- 12:00 Technical Panel: 


Lloyd R. Newhouser, M.D., Chairman, Miami; John B. Ross, 
M.D., Jacksonville; Robert Klein, M.D., Gainesville; James J. Griffitts, M.D., Mi- 


ami; Jacob Neber, M.D., Miami Beach; and Ed Landry, Miami 





Recognition Ceremonies 
University of Florida 
Rehabilitation Program 


The Director of the Federal Office of Voca- 
tional Rehabilitation early in February termed 
the University of Florida’s J. Hillis Miller Health 
Center “the most promising innovation in the de- 
velopment of national services for handicapped 
people.” Miss Mary E. Switzer, keynoting recog- 
nition ceremonies for the newly established Col- 
lege of Health Related Services and Rehabilita- 
tion Area of the Teaching Hospital and Clinics, 
described the Health Center as ‘an outstanding 
example of the pattern of rehabilitation services 
and training of tomorrow.” 

“Here,” Miss Switzer said, “you have planned 
and developed a unified program for training pro- 
fessional rehabilitation personnel on the basis of 
a brilliantly conceived and well-thought-out plan. 
At the same time, you are providing rehabilitative 
services to disabled people who need help in order 
to become active, working, producing citizens.” 

The formal recognition ceremonies were a 
highlight of a two day conference at the Health 
Center on February 5 and 6 with physicians, 
rehabilitation counselors, and professional people 
from other health-related professions on hand 
from throughout the United States. On Friday, 
February 5, the group heard Dr. Howard A. 
Rusk, Director of the Institute for Physical Medi- 








Miss Mary E. Switzer, Director of the Federal Of- 
fice of Vocational Rehabilitation. 


cine and Rehabilitation at New York University—- 
Bellevue Medical Center. 

Dr. Rusk said that the general hospital and 
the individual practicing physician must be the 
focal point of any future attacks on chronic dis- 
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Dr. Darrel J. Mase, Dean of the College of Health Related Services, University of Florida; Dr. Howard A. 
Rusk, Director of the Institute of Physical Medicine and Rehabilitation at New York University-Bellevue Medi- 
cal Center; Dr. Alfred R. Shands Jr., Medical Director of the Alfred I. duPont Institute of the Nemours Founda- 
tion; and Dr. George T. Harrell, Dean of the College of Medicine, University of Florida (from left). 


ability. “Neglect of disability in its early stages 
is far more costly than an early aggressive pro- 
gram of rehabilitation which restores the individ- 
ual to the highest possible level of physical, eco- 
nomic, social and emotional self-sufficiency,” he 
said. 

Dr. Rusk, past president of the International 
Society for the Welfare of Cripples and currently 
president of the World Rehabilitation Fund, 
called rehabilitation the third phase of medicine 
—following “preventive medicine” and “curative 
medicine and surgery.” He said one of the greatest 
advances that has been made by medicine and 
surgery in the past two decades is the new “ac- 
ceptance of a third dimension of medical and 
surgical responsibility—rehabilitation.” 

Presiding over the activities was Dr. Russell 
S. Poor, provost of the Health Center. On hand 
to greet the visitors was Dr. Harry M. Philpott, 
vice president of the University of Florida. Prior 
to Miss Switzer’s address, Dean Darrel J. Me 
of the College of Health Related Services intro- 
duced his staff and the chairmen of the curricula 
in physical therapy, occupational therap., ~edi- 
cal technology and rehabilitation ccunscing. 

Seemingly tremendously impressed with the 
Health Center and its facilities, Miss Switzer, 


who holds the top government position in rehabili- 
tation, said, “This entire concept and the actual 
situation of the schools and the rehabilitation 
area is unique in our country and in the world. 
Here for the first time in history we have the 
basic rehabilitation teaching and service facilities 
under one roof and in close juxtaposition to all 
others that impinge upon the field. I consider this 
a great and most beneficial symbol of the future 
development of the services of rehabilitation.” 

Miss Switzer said the Office of Vocational Re- 
habilitation is proud of its support of the planning 
and development of the center and predicted that 
“the pattern you have laid out and put in practice 
here will be a guide to those who, as Florida has 
done, desire first to find out what is needed, then 
to proceed and meet that need in the most effi- 
cient manner possible.” 

“Tt should be heartening to all who want to 
help in overcoming the appalling burden of dis- 
ability to observe what is done here. We have 
talked for years about the necessity for team- 
work in rehabilitation. Here we have a built-in 
guarantee of continuing teamwork,” the speaker 
said. 

“The students in medicine, nursing, physical 
therapy, occupational therapy and rehabilitation 
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counseling are brought together from the begin- 
aing of their studies,” Miss Switzer continued. 
“Each learns early the value and the function of 
the other. This inevitably will result in greater 
understanding among the members of the various 
professions and will engender the highest respect 
of each discipline for the skills and value of prac- 
titioners of the others. 

“To the group which had the vision, first, to 
conceive and then to carry out this splendid effort, 
I tender not only the gratitude of the entire re- 
habilitation community but the unstinted admira- 
tion and applause.” 





Grants for Special Studies in Cancer 


The application of existing knowledge of pre- 
venting and controlling cancer is being given 
added impetus this year through $1,500,000 ap- 
propriated by the Congress, the Public Health 
Service pointed out recently. This fund, ear- 
marked for community cancer demonstration 
projects, is being administered by the Cancer 
Control Program, Bureau of State Services, Pub- 
lic Health Service, under the technical guidance 
of the director of the National Cancer Institute. 

The types of projects believed to offer the 
best opportunities at this time for demonstrating 
better ways of providing community cancer con- 
trol services are: 

1. Professional and technical education in 
cytology. 

2. Screening female beneficiaries of medical 
care for cancer of the cervix. 

3. Selected educational projects, particularly 
public information and follow-up services, to em- 
phasize the importance of periodic uterine cytol- 
ogy examinations. 

4. Professional educational activities em- 
phasizing the importance of including cancer diag- 
nostic aids in complete health examinations. 

5. Selected public educational projects on 
the desirability of and need for health mainte- 
nance examinations. 

6. Evaluation of effectiveness of public edu- 
cational activities. 

7. Tumor registers collecting data of excep- 
tional value. 

8. Extension and evaluation of rehabilitation 
programs (in cooperation with state rehabilita- 
tion agencies). 

9. Selected projects demonstrating effective 
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treatment for cancer in public beneficiaries of 
medical care. 

The types of projects suggested are not meant 
to exhaust all possibilities. Other worth while lo- 
cally sponsored and locally directed demonstra- 
tion projects will be considered on their own 
merits. 

Applications are accepted from: nonprofit or- 
ganizations and institutions and official health 
agencies. The appropriate state health officer and 
Public Health Service regional medical director 
are first to review and process applications. The 
requests are then submitted to the Advisory Com- 
mittee to the Cancer Control Program and the 
National Advisory Cancer Council for recom- 
mendation of approval or disapproval. Formal 
action on applications and recommendations is 
taken by the chief of the Bureau of State Serv- 
ices, to whom authority has been delegated by 
the Surgeon General. 

Projects may be approved initially for as long 
as three years. When activities are proceeding 
satisfactorily and funds are available, assistance 
continues through the approved period. In spe- 
cial instances, assistance may include the assign- 
ment of personnel and the provision of equipment 
and supplies. Additional information and applica- 
tion forms may be obtained from the eight re- 
gional offices of the Public Health Service. 





OTHERS ARE SAYING 











The Challenge of the Rising Population 


Medical practice with all its skills has done 
well by the community in the prolongation of life. 
The increasing population obviously indicates the 
need for a constantly increasing number of physi- 
cians. To whom shall we look for leadership in 
this growth in our ranks? Shall it be the medical 
schools? Shall it be our rising 18-year olds who 
will in some twenty short years be the leaders of 
the future? It will be at best a complex problem, 
but one in which each medical society on the 
local level must acknowledge some responsibility. 

Before our students come to the medical school 
level they must make good at college. The United 
States Department of Education reports that there 
are a large number, some 25 per cent in the aver- 
age freshman class, who join the sad stream of 
“drop-outs” before June . . . bitter, frustrated, and 
bewildered. There are many reasons why these 
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young people do not stick, and it is with these 
reasons that we physicians must come to grips. If 
we are to look to this pool of personnel for our 
replenishment we must know that the youngsters 
matriculating have shown a gradually increasing 
1.Q. in the past 10 years as measured by college 
entrance examinations. Educators have come to 
the conclusion that the source of the trouble is 
psychological. We, therefore, cannot dismiss this 
matter in an off-hand manner as if we had poorer 
material with which to work. 

In the various avenues of our contacts with 
people in the home, the P.-T.A., young people’s 
groups, or in our office practice, we can be a 
force for good by advising parents and youngsters 
alike that the problem is remedial. Aside from 
financial problems and aside from the problem of 
the girl who dropped out because of marriage, 
there still remains a group of unmotivated stu- 
dents who have been insufficiently prepared in 
high school. Whatever may be laid at the door of 
the school may be charged up to the home even 
more certainly. 

There is often the case of too much spoon- 
feeding and of having too much done at home 
before arrival at college. Overprotection at home, 
as well as family insistence on a distasteful career 
to the student, soon lets our hoped for recruit 
bog down in the midst of his college years. The 
newness of being away from home and making his 
own decisions calls for a measure of maturity and 
adjustability that parents must anticipate and 
offer training. 

Social pressures at college may set up a com- 
petitive force against studies that develops anxie- 
ty and tension in the attempt to make good in 
both fields. We as physicians must take a more 
determined stand in advising our college popula- 
tion and their families in educational matters, 
particularly in the psychological area. We have 
an obligation to our profession, to our country 
and to our youth to make this fact known: that 
while the harshness of life has been mitigated, the 
need for learning the “skill to study” still is with 
us. If the practice of medicine is to keep pace 
with the rising population, we must have skilled 
and educated replacements in our ranks. We must 
encourage the poo] of our 18-year olds to develop 
a dedicated and motivated attitude toward school- 
ing. We must urge every boy and girl to continue 
in school, but more than this, to develop their 
God-given capacity to the fullest. The strength 
and numbers of our medical ranks can only be 
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filled as our present 18-year olds make their fin- 
est contributions to the professional ranks of 
medicine. 

Ben Glaser, M.D. 

Quarterly Bulletin 

Orange County Medical Society 

April, May, June, 1959. 
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Service Benefits Approved for Federal 
Employees 

The decision has been made. The members of 
the House of Delegates are to be commended for 
promptly diagnosing the necessity for a service 
benefit program of professional services for fed- 
eral employees in Florida and their families, for 
making it possible for these employees to have a 
choice between Blue Shield—Blue Cross and the 
indemnity program to be offered through the 
insurance industry. Now it becomes the respon- 
sibility of doctors of medicine in the state to make 
certain that the voluntary way proves to be as 
efficient and effective as the profession has main- 
tained that it would be, that it provides a quality 
of medical care possible only under freedom from 
strangling restrictions. 

In view of the favorable action by the House 
of Delegates, the Board of Governors has re- 
quested Blue Shield to make available to federal 
employees in Florida service benefit contracts on 
the two levels of benefits required by law. One 
of these offerings is to provide full service bene- 
fits for covered expenses to families with annual 
incomes of $6,000, or under $4,000 for one person 
contracts. The lower level is to be based on a 
$4,000 family income, $3,000 for single persons. 
Professional fees for the respective levels of bene- 
fits are to be computed on the relative value 
schedule now being utilized for the Blue Shield 
‘A’ contract, adjusted to the applicable income 
level. 

To some there is the scent of victory in the 
air. It must be kept in mind, however, that this 
nip and tuck contest is by no means over. The 
proponents of voluntary measures for providing 
against the costs of illness will do well to remain 
alert for the next moves of the social planners in 
this national game or game of nationalization. 
Devotees of the pigskin pastime contend that it 
is difficult to gain yardage unless one retains 
possession of the ball. On other occasions the 
medical profession has found itself in position for 
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an ealy score, suddenly only to have its ball 
carriers tackled behind the lines and its passes 


THE DUVALL HOME intercepted. Armchair quarterbacks have not 
for RETARDED CHILDREN hesitated to direct attention to inferior coaching, 


inexperienced quarterbacking, misinterpreted 
‘ A a atin the finest gape = _- signals, and costly fumbles. 
care of infants, bed-ridden children and Mongoloids. Uncle Sam has taken the medical profession 
at its collective word. He has acceded to its per- 
iii Seales Sethian tna te sistent predictions that a voluntary system will 
give better protection and provide higher quality 
MRS. A. H. DUVALL GLENWOOD, FLORIDA medical care than any program of compulsion. 
Our esteemed Uncle has tossed the ball, but it is 
certain that he intends to see that the rules are 
enforced. It can be expected that he will make 
Y every effort to be reasonable and fair, but we 
our also know that he can be a tough official. If it 
W. B. Saunders becomes necessary, he will not hesitate to in- 
. voke penalties, or even to declare the game for- 
Representative feited. Fumbles and foul play are-likely to prove 
fatal. 
DEXTER BOYD, The die is cast. The doctors of Florida and 
Blue Shield—Blue Cross are ready for the kickoff 
on July 1, 1960. 








315 Doris Drive 
Lakeland, Florida 


Say, “Credit Boyd”, when 
you order that Saunders Book 

















DON’T MISS 


The Stimulating Sixth Biennial Cardiovascular Seminar 


Balmoral Hotel Miami Beach 
April 27th to 30th, 1960 


Faculty 


Edmunds Grey Dimond, M.D. Harriet P. Dustan, M.D. 
William T. Foley, M.D. Charles K. Friedberg, M.D. 
Dwight E. Harken, M.D. John B. Hickam, M.D. 
Robert M. Hosler, M.D. Bernard Lown, M.D. 

James Metcalfe, M.D. C. H. Millikan, M. D. 
Eugene A. Stead, M.D. Demetrio Sodi-Pallares, M.D. 


W. Jape Taylor, M.D. 


For further details contact: 


HEART ASSOCIATION OF GREATER MIAMI 
2 S. E. 13th Street Miami, Florida 
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ANTREX 


Kanamycin Sulfate Injection 


* BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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a 
logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


... Suppresses appetite... elevates mood 
..- reduces tension . . . without insomnia, 
overstimulation, or barbiturate hangover. 


BAMADKA 


Each coated tablet (pink) contains: b 400 mg.; d h ine sulfate, 5 mg. 
Dosage: One tablet one-half to one hour before each meal. 


<= 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Dr. Leo M. Wachtel of Jacksonville, Presi- 
dent-Elect of the Florida Medical Association, 
was principal speaker at the meeting of Region 
Two, American Animal Hospital Association, in 
Jacksonville early in February. The title of Dr. 
Wachtel’s address was “People Who Live in Glass 
Houses Shouldn’t.” 


Sw 
Dr. William R. Stinger of Tallahassee has 
been appointed Assistant Director of the Dade 
County Department of Public Health. He was 
formerly director of the Florida Crippled Chil- 
dren’s Commission. 


Sw 
Dr. Louis M. Orr of Orlando, President of 
the American Medical Association; Dr. James 
N. Patterson of Tampa; Dr. Erasmus B. Hardee 
of Vero Beach; Dr. Homer L. Pearson Jr. of 
Miami, and Dr. George T. Harrell of Gaines- 
ville were among the physicians from Florida 
attending the recent Annual Congress on Medical 
Education and Licensure held in Chicago. 
a 
Dr. Richard V. Reiswig has been elected presi- 
dent of the Duval County Chapter of the Florida 
Academy of General Practice. Dr. A. MacKenzie 
Manson will serve as vice president, Dr. Anson J. 
Mellion as secretary-treasurer and Dr. Charles 
H. Burke as new director. All are from Jack- 
sonville. 


“Diagnostic Problems and Recent Advances 
in Cancer Therapy” was the principal scientific 
subject discussed at the fourth annual seminar of 
the Watson Clinic in Lakeland on March 5. Guest 
participants included Dr. Gould A. Andrews, Oak 
Ridge, Tenn.; Dr. William R. Arrowsmith, New 
Orleans; Dr. William W. Daniel, New York City; 
Dr. Lester R. Dragstedt, Gainesville; Dr. Joseph 
H. Pratt, Rochester, Minn., and Dr. Julian M. 
Ruffin, Durham, N. C. 

aw 

Dr. William J. Knauer Jr. of Jacksonville pre- 
sented his film entitled “Surgical Removal of a 
Dislocated Lens” at the recent Pan-American As- 
sociation of Ophthalmology held in Caracas 
Venezuela. 


Dr. James N. Patterson of Tampa has been 
reappointed as chairman of the Committee on 
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Forphyrins of the American Society of Clinical 
I ithologists. Recently Dr. Patterson and Dr. 
Charles Catanzaro of Tampa, a member of the 
( ommittee, presented a two day Tutorial Work- 
si0p on Porphyrins for pathologists from sur- 
rounding states and from the North. One other 
\Vorkshop is to be presented during April. 
Sw 

The fifth medical seminar cruise sponsored 
by Duke University School of Medicine will be- 
gin June 5 and terminate on June 28 in Ham- 
burg, Germany. The cruise ship T. S. Ariadne 
may be boarded June 5 at Wilmington, N. C., or 
on June 8 at New York City. Points of interest 
will include the Baltic, Le Havre, Cruxhaven, 
Leningrad, Helsinki, Stockholm, Copenhagen and 
Hamburg. Shipboard lectures will be given on 
various subjects in medicine, pediatrics and thor- 
acic surgery. Information on the cruise may be 
obtained from Dr. W. M. Nicholson, Professor 
of Medicine and Assistant Dean in Charge of 
Postgraduate Education, Duke University Medi- 
cal Center, Durham. 

aw 

Dr. Jere W. Annis of Lakeland, Immediate 

Past President of the Florida Medical Associa- 
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tion, was one of the principal speakers at the re- 
cent Annual Conference of County Medical So- 
ciety Presidents and Secretaries sponsored by the 
South Carolina Medical Association at Columbia. 
aw 
The forty-fifth session of the Trudeau School 
of Tuberculosis and Other Pulmonary Diseases 
has been scheduled for June 6-24 at Saranac 
Lake, N. Y. All inquiries should be addressed to 
the secretary of the School, Box 500, Saranac 
Lake, N. Y. 
a 
Dr. Harry Prystowsky of Gainesville, Profes- 
sor and Chairman of the Department of Obstet- 
rics at the College of Medicine, University of 
Florida, has been selected by the United States 
Junior Chamber of Commerce as one of the ten 
outstanding young men in the nation. 
sw 
Drs. Edward H. Williams and Samuel Gert- 
man of Miami and Dr. H. Phillip Hampton of 
Tampa participated in the program of the Re- 
gional Conference on Aging, sponsored by the 
American Medical Association, in Atlanta March 
7-8. Dr. Williams, a member of the Committee 
on Aging of the American Medical Association, 
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discussed “Medicine’s Blueprint for the New Era 
of Aging;” Dr. Gertman, chairman of the Com- 
mittee on Aging of the Florida Medical Associa- 
tion, was a member of the panel on “Prevention 
in Meeting the Challenge,” and Dr. Hampton, a 
member of the Committee on Indigent Care of 
the American Medical Association, discussed 
“The Community’s Financial Responsibility.” 
aw 
Dr. Fernando Rubio Jr. of St. Petersburg and 
Dr. Philip B. Paty of Dunedin conducted the 
monthly clinico-pathology session of the Mease 
Clinic on February 26. The subject was myelo- 
mata. 
aw 
Dr. William T. Williams of Dunedin partici- 
pated in the program of the Twenty-Eighth An- 
nual Assembly of the Southeastern Surgical Con- 
gress held March 21-24 in New Orleans. The 
opening day of the Assembly, Dr. Williams pre- 
sented an address entitled “Gastrectomy in the 
Patient Over Sixty.” 
Zw 
Physicians from Florida attending the Re- 
gional Conference on Aging sponsored by the 
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American Medical Association in Atlanta March 
7-8 included Dr. Reuben B. Chrisman Jr. of 
Coral Gables, member of the Council on Medi- 
cal Service, American Medical Association; Dr. 
George W. Karelas of Newberry, chairman of 
the Subcommittee on Health and Medical Care, 
Governor’s Citizens Advisory Committee on the 
Aged; Dr. Louis L. Amato of Fort Lauderdale, 
member of Committee on Aging, Florida Medi- 
cal Association, and Dr. Howard W. Carter of 
St. Petersburg, Pinellas County Health Depart- 
ment. 


a2 


Dr. John J. Fisher of Jacksonville has been 
elected president of the newly organized Jack- 
sonville Obstetrical and Gynecological Society. 
Other officers include Dr. Richard W. McDowell, 
president-elect, and Dr. Doris N. Carson, secre- 
tary-treasurer. At the initial formal meeting of 
the Society late in February, Dr. Nickolson J. 
Eastman, Professor and Chairman of the De- 
partment of Obstetrics and Gynecology at the 
Johns Hopkins University School of Medicine, 
was guest speaker. His subject was the timing of 
repeat cesarean section. 
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immortals of chinese mythology: 





Ho Hsien-Ku 


This gentle maiden became an immortal by her 
unique diet of moonbeams and mother-of-pearl 
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COMPONENT SOCIETY NOTES 











Dade 


Lt. Gilbert J. Haas of the Miami Fire De- 
partment Rescue Squad was principal speaker at 
the March meeting of the Dade County Medi- 
cal Association. As president of the Dade County 
Rescue Association, Lt. Haas presented informa- 
tion about this new group and explained the 
facilities of first aid and emergency units avail- 
able to physicians. 


Duval 


A panel discussion entitled ‘““From the Cradle 
to—’’ was the feature of the March meeting of 
the Duval County Medical Society. Members of 
the panel included Drs. Leslie R. Adams, Wil- 
liam E. Faris, William M. Madison Jr., and 
James B. Strachan Jr., all of Jacksonville. 


Hillsborough 


Drs. John C. Fletcher and Lawrence Kahana 
of Tampa discussed “Medical and Surgical As- 
pects of Thyroid Disease,” and Dr. Irving M. 
Essrig “Problems of Blue Shield” at the March 
meeting of the Hillsborough County Medical As- 
sociation. 

DeSoto-Hardee-Glades 

Dr. James O. Ferguson of Sarasota was prin- 
cipal speaker at the March meeting of the De- 
Soto-Hardee-Glades County Medical Society held 
at Arcadia. Dr. Ferguson’s subject was hiatus 
hernia. 

Polk 

Professor Kenneth L. Black of the University 
of Florida, Gainesville, discussed ‘Estate Pian- 
ning” at the March meeting of the Polk County 
Medical Association held at Winter Haven. 





BIRTHS AND DEATHS 








Births 


Dr. and Mrs. William M. Madison Jr. of Jacksonville 
announce the birth of a daughter, Margaret Stockton, on 
January 28, 1960. 

Dr. and Mrs. Thomas H. Gouchnour of Jacksonville 
announce the birth of a daughter, Carolyn Elsie, on 
January 22, 1960. 


Deaths — Members 
Alexander, Morris James, Punta Gorda....October 28, 1959 


Davis, Julius C., Quincy..........................February 26, 1960 
Deaths — Other Doctors 

Cohen, Harry M., Miami Beach....... .....October 30, 1959 

Hicks, Joseph H., Gainesville.................... October 23, 1959 


Quillian, Willard W., Neptune Beach...November 5, 1959 
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immortals of chinese mythology: 





Han Hsiang-tzu 


This nature-loving physician achieved immortality 
by falling out of a tree 


TODAY. 





this trail-blazing steroid is achi 
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NEW MEMBERS 








The following doctors have joined the State 


Association through their respective county medi- 
cal societies. 


Active 


Ainslie, John D., Gainesville 
Arnold, Gordon H., Bradenton 
Beasley, Frank J., Ft. Lauderdale 
Berkey, William E., Coral Gables 
Blitch, Clifford G., Tallahassee 
Brodsky, Leonard, Miami 

Brody, Benjamin, Miami Beach 
Cava, Edward E., Miami 

Cooper, Thomas W., Lakeland 
Ferguson, William H., Orlando 
Gardner, Melvyn J., Tampa 
Goulard, Alexander Jr., Ocala 
Graybill, Robert E., Hollywood 
Grenell, Walter B., Boca Raton 
Harden, David L., Mulberry 
Huckle, George T., Delray Beach 
Jahn, Paul H., Winter Haven 
Jordan, Steven E., Ft. Lauderdale 
Klein, Robert E., Gainesville 
Laurie, Robert E., Coral Gables 
Longino, Grady E., Lakeland 
McCoy, Donald L., Williston 
Miller, George H., Jr., Winter Park 
Newhall, Joseph F. P, Jr., Winter Park 
Onkst, Harold R., Dunedin 
Plummer, Richard W., Fort Myers 
Rasmussen-Taxdal, David S., Lakeland 
Regan, Peter F. III, Gainesville 
Repp, Edward M., Miami 
Roggenkamp, Milton W., Bradenton 
Ryon, Alden B., Winter Haven 
Salko, Edward W., Fort Myers 
Simpson, Dazelle D., (col.), Miami 
Stead, William W., Gainesville 
Traggis, Demetrius G., Miami 
Wachal, John H., Bunnell 

Waid, Margaret E., Gainesville 
Woodward, Edward R., Gainesville 
Woolsey, R. Dean, Ft. Lauderdale 


Associate 


Ashcraft, John R., Ft. Lauderdale 
Bloom, John D., Ft. Lauderdale 

Braman, Robert T., Ft. Lauderdale 
Bullington, Donald C., Hollywood 
Clement, Baxter L., Ft. Lauderdale 
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Demick, Paul E., Delray Beach 
Dobbrunz, Harry C., Hollywood 
Fisher, Alvin, West Hollywood 
Glass, Roy S., Ft. Lauderdale 
Graden, Earl A., Lake Worth 
Haber, Mordecai, Ft. Lauderdale 
Heffner, Ralph W., Ft. Lauderdale 
Henderson, Neil C., Ft. Lauderdale 
Hertner, John E., Ft. Lauderdale 
Hoover, Robert T., Orlando 

Ifft, Robert C., W. Palm Beach 
Kemp, William L., Jr., W. Palm Beach 
McFall, John S. R., Ft. Lauderdale 
Marchetto, Louis J., Riviera Beach 
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Mimnagh, William P., Jr., Pompano Beach 

Nitzberg, Saul S., Hollywood 

Perry, James B., Pompano Beach 

Robarge, Ignace J., Hollywood 

Ross, Glenn V., Deerfield Beach 

Santini, Gaetano, Ft. Lauderdale 

Segal, Myron I., Hollywood 

Seropian, Diran M., Ft. Lauderdale 

Sindell, Harlan W., Hollywood 

Tienstra, Joseph E., Deerfield Beach 

Van Eldik, Dick L., Lake Worth 

Wiswell, Orville O., Hollywood 

Wright, Jack E., W. Palm Beach 
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Arthur Derby Draper 

L.. Arthur Derby Draper of Tampa died in a 
local :ospital on Sept. 26, 1959. He was 85 years 
of age. 

Born in Boston, Mass., on Aug. 30, 1874, Dr. 
Draper was the son of Fannie Victoria Jones 
Draper and Dr. Frank Winthrop Draper, a prac- 
ticing physician of Boston and Professor of Legal 
Medicine at Harvard University, being the author 
of the text book used in that subject. 

Dr. Draper received his medical training at 
Harvard Medical School, where he was awarded 
the degree of Doctor of Medicine in 1903. He 
was a member of the Boylston Society and served 
on the staff of the Boston City Hospital. He was 
also a member of the staff of the the Long Island 
Hospital and Assistant Superintendent of Isola- 
tion Hospital in New Jersey. 

In 1910, after having practiced in Waltham, 
Mass., for several years, he moved to the Isle 
of Pines, where for years he was the only Ameri- 
can physician on the island to be qualified by 
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Havana University. In 1912, he was married to 
Louise Matschke, and three children were born 
to them on the Isle of Pines. Seeking adequate 
schooling for their children, they returned to the 
United States in 1923 and located in Tampa, 
where the youngest son, Arthur Jr., was born. 
Dr. Draper engaged in the general practice of 
medicine in Tampa for 33 years, retiring in 
December 1956. Locally, he served on the staff 
of St. Joseph’s Hospital and the Tampa General 
Hospital. For many years he was a member, sen- 
ior warden and vestryman of St. Andrew’s Episco- 
pal Church. 

Dr. Draper was a member of the Hillsborough 
County Medical Association, and for 30 years 
had been a member of the Florida Medical As- 
sociation. He also held membership in the Ameri- 
can Medical Association and the Southern Medi- 
cal Association. 

Surviving are the widow, Mrs. Louise Draper, 
of Tampa; a daughter, Mrs. Ruth D. Hoover, of 
Havana; and two sons, Major Frank W. Draper, 
of Hickam Air Force Base, Hawaii, and Dr. 
Arthur D. Draper Jr., of MacDill Air Force 
Base, Tampa; and four grandchildren. 
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Preferably, antibiotic therapy should be based 
on pretreatment culture of the offending patho- 
gen, but in bacterial pneumonia the problem may 
well be too pressing to permit the required delay 
of 24 to 48 hours. A differential diagnosis among 
bacterial pneumonias, based on such clinical 
grounds as speed of onset, sepsis and pain may 
guide the choice of antibiotic for initiation of 
therapy. 

Should clinical judgment dictate that antibi- 
otic therapy be started immediately, at the same 
time a sputum sample or a subglottic swab can be 
sent to the laboratory for culture and sensitivity 
studies. If the response to the first antimicrobial 
agent proves unsatisfactory, a reasonable basis 
for changing therapy will then be at hand. 


Choosing the Antibiotic 


Since therapy must be started at once for bac- 
terial pneumonia, it is advisable to choose a 
broad-spectrum antibiotic that quickly produces 
high levels of active agent (e.g., tetracycline 
phosphate complex, TETREX). Such an antibiotic 
probably has the best chance of controlling the 
pathogen, whether it be gram-negative or gram- 
positive. And if the laboratory report shows that 
the invading organism is much less sensitive to 
tetracycline than to other agents, the patient can 
then be changed to an appropriate antibiotic. If 
the difference in sensitivity is slight, then the 
possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy 
to another antibiotic. 

The greatest number of bacterial pneumonias 
are caused by pneumococci, which respond very 
well to penicillin, tetracycline, and chloram- 
phenicol. Also, these antibiotics are usually 
effective against the other gram-positive coccal 
pneumonias. But penicillin is ineffective against 
the viral pneumonias and the gram-negative 
Hemophilus influenzae and Klebsiella pneu- 
moniae. Although K. pneumoniae causes only 
about 1 to 2 per cent of pneumonia cases on the 
average, these are apt to be acute and fulmi- 
nating (Friedlander’s pneumonia), with a high 
mortality rate if not effectively treated. Since 
pneumococcal pneumonia may be difficult to 
distinguish clinically from Friedlander’s, except 
by gram-stained sputum smear, it may be wiser 
to start treatment with an agent also effective 
against Klebsiella. 

Penicillin, however, in addition to having a 
limited spectrum, also causes many minor and 
some serious sensitivity reactions. In a recent 
survey” it was found that penicillin produced 


Tetracycline Phosphate Complex (TETREX®) 
in the Therapy of PNEUMONIA 
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severe skin reaction. But most important was the 
observation that anaphylactic shock, with a 
fatality rate of about 9 per cent, was the most 
frequent serious reaction. Such severe reactions 
are almost always associated with parenteral 
administration. 

Tetracycline is also clinically effective in pri- 
mary atypical pneumonia.® 

The tetracyclines (e.g., TETREX) have the 
advantage of a broad range of antimicrobial 
activity and low toxicity. And in addition, the 
physician does not have to trouble himself or his 
patients with repeated blood studies when he 
prescribes TETREX. Minor reactions such as gas- 
tric upsets or mild skin rashes occur occasionally. 
The most serious side effects are staphylococcal 
and monilia] overgrowth, but these are rare and 
can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the 
care of patients remain important even today. 
Especially in the desperately ill patient, antibi- 
otics are not considered as substitutes for the 
individual evaluation, clinical observation and 
judgment of the physician. 





Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)> 


Streptococcus; Staphylococcus; Pneumococ- 
cus; Gonococcus; Meningococcus; C. diph- 
theriae; B. anthracis; E. coli; Proteus; A. 
aerogenes; Ps. aeruginosa; K. pneumoniae; 
Shigella; Brucella; P. tularensis; H. influ- 
enzae; T. pallidum; Rickettsiae; Viruses of 
psittacosis and ornithosis, lymphogranuloma 
inguinale, primary atypical pneumonia; E. 
histolytica; D. granulomatosis. 


a Some strains are not susceptible. 

b Table adapted from Goodman, L. S., and Gilman, A.: 
The Pharmaceutical Basis of Therapeutics. 2nd edition, 
New York, The Macmillan Co., 1956, pp. 1322-1323. 











References: 1. Wood, W. E., Jr.: In: A TextBook of Medicine. 
Edited by Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, 
W. B. Saunders Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; 
Weinstein, H. I., and Boeckman, B.’B.: Severe reactions to anti- 
biotics. A nationwide survey. Antibiotic Med. & Clin. Ther. 4:800 
(Dec.) 1957. 3. Keefer, C. S.: The choice of an anti-infective 
agent. In: Drugs of Choice, 1958-1959. Edited by Walter Modell, 
St. Louis, The C. V. Mosby Co., 1958, p. 135. 
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lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When re 
this may be gradually increased up to 3 tablets q.i.d 
Composition: 1 mg. 2-diethylaminoethy] benzilate hydrochloride 
(benactyzine HCl) and 400 mg. meprobamate. 

Supplied: Bottles of 50-light-pink, scored tablets. Write for 
literature and samples. 





Acts swifily—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no psychotic reactions. 

Deprol does not cause hypotension, tachy- 
cardia, jitteriness, or liver toxicity. It can 
be safely administered with basic therapy. 


“Deprol* 


WALLACE LeoenevorrEs 
New Brunswick, N. J. 0-200 


Wa 
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logical 
prescription 
for 
overweight patients 


sses appetite ...elevates mood... eases 
of dieting ... without overstimulation, 
insomnia, or barbiturate hangover. 









 anorectic-ataractic 


@ 


OBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


wifote, 5 mg. 





toblet {pink} contains. me 400 mg. d 
tablet one-hilf to one hour belore each meal. 


> 


_ LEDERLE LABORATORIES 
AMERICAN CYANAMID COMPANY, Peart River, 
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Preventive Medicine. Principles of Prevention in 
the Occurrence and Progression of Disease. Edited by 
Herman E. Hilleboe, M.D., and Granville W. Larimore, 
M.D. Pp. 731. Illus. 59. Price, $12.00. Philadelphia, W. B. 
Saunders Company, 1959. 

This book sets forth a new way to look at preventive 
medicine for medical students, general practitioners, 
specialists and professional workers in official 
voluntary health agencies. As its main theme the book 
distinguishes between two clearly defined areas: (1) the 
prevention of occurrence of disease and disability, and 
(2) the prevention of their progression after contraction. 
The editors stress the role of the individual practicing 
physician in preventive medicine and emphasize throwing 
up barriers to disease before its onset. They are joined 
by 29 other staff members of the New York State Health 
Department in presenting material from lectures, seminars 
and articles by these experts in preventive medicine and 
public health. Their training and experience cover a 
broad spectrum of medical service, teaching and re- 
search, and their purpose is to outline a practical guide 
to physicians who are willing to incorporate preventive 
medicine as an integral part of their day to day practice 
in the office, in the hospital, in the home and in the 
community in which they live. There are chapters on 
control of environmental factors, prophylactic measures 
against disease, elimination of predisease conditions, pre- 
vention of progression of disease, rehabilitation, alcohol- 
ism, and narcotic addiction. Supporting services such as 
patient education, public health nursing, and the role of 
the hospital in disease prevention are discussed as they 
apply to the over-all picture of preventive medicine. To 
the general practitioner, school and public health physi- 
cians and medical students this book offers a new, 
sensible, and usable approach to the prevention and con- 
trol of disease. 





BOOKS RECEIVED 








FLORIDA 
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BALLAST POINT MANOR 


Care of Mild Mental Cases, Senile Disorders 
and Invalids 
Alcoholics Treated 





5226 Nichol St. 
Telephone 61-4191 





DON SAVAGE 


Owner and Manager 


Aged adjuc ed cases 
will be accepteu. on 
either permanent o: 
temporary basis. 


Safety against fire — by 
Automatic Fire Sprinkling 
System_ 


Cyclone fence enclosure for 
recreation facilities, seven- 
ty-five by eighty-five feet. 


ACCREDITED 
HOSPITAL FOR 
NEUROLOGICAL 
PATIENTS by 

American Medical Assn. 
American Hospital Assn. 
Florida Hospital Assn. 


P. O. Box 10368 
Tampa 9, Florida 
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ES aE ae eee 
hesiolo:ists, Soc. of................ 
Phys. Am. Coll., Fla. Chap... 
OS re 


i ers’ Society.................0-. 
nd Railway Surgeons... 
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.and Gynec. Society.................... 
mee (bel, Sec. of.........:...... 
opedic Society Tue seep ncedie eaves 
thologists, Society of 
jatric Society 
tic & Reconstructive Surgery.... 


rgeons, Am. Coll., Fla. Chapter.. 
rgeons, General, Fla. Assn. ........ 


ODE SOCWG ..5.5:-cscncescsesocessevsees 


e Shield of Florida, Inc............. 
cer Council 
tes Association......................;. ; 


spital Association 
ical Examining Board 
es Association, State 


erican Medical Association 
AM.A. Clinical Session......... .... 
uthern Medical Association......... 
bama Medical Association 

tgia, Medical Assn. of 
. Chap. Arthritis & Rheuma- 


E. Hospital Conference................ 


E. Am. Urological Assn............. 
utheastern Surgical Congress..... 





Ralph W. Jack, Miami 


Walter J. Glenn Jr., Ft. Lauderdale 
James H. Putman, Miami................ 
George C. Austin, Miami................ 
M. Eugene Flipse, Miami 
Bruce M. Esplin, Miami................ 
Chester L. Nayfield, Winter Haven 
Lloyd J. Netto, W. Palm Beach.... 
Lawrence E. Geeslin, Jacksonville 
W. Tracy Haverfield, Miami.......... 
Homer L. Pearson, Jr., Miami........ 
G. Dekle Taylor, Jacksonville........ 
Elwin G. Neal, Miami Shores 
James B. Leonard, Clearwater...... 
Harry M. Edwards, Ocala 
Clifford C. Snyder, Miami 
Don C. Robertson, Orlando 
Samuel R. Warson, Sarasota ......... 
Russell D. D. Hoover, W. P. Bch. 
George W. Morse, Pensacola 
C. Burling Roesch, Jacksonville... 
Edwin W. Brown, W. Palm Beach 


P. A. Vestal, Winter Park................ 
Leo L. Foster, Tallahassee 
Mr. C. DeWitt Miller, Orlando... 
Russell B. Carson, Ft. Lauderdale 
Joseph J. Zavertnik, Miami 
Grover C. Collins, Palatka... 
A. D. Farver, Miami Beach 
Sidney Davidson, Lake Worth........ 
Ted L. Jacobsen, Clearwater 

Madison R. Pope, Plant City ........ 
Mrs. Idalyne Lawhon, Tampa....... 
Rufus Thomas, New Smyrna Bch 
A. Y. Covington, Starke 
Charles F. Tate Jr., Miami 
Ernest A. Lilley, Lakeland 
Mrs. W. J. Newcomb, Pensacola... 


Louis M. Orr, Orlando.................... 


Milford O. Rouse, Dallas, Texas... 
William R. Carter, Repton, Alla..... 
Luther H. Wolff, Columbus, Ga..... 


John P. Mozur, Miami.................. 
Oscar S. Hilliard, Ft. Oglethorpe, 
Ga. . 
N. Lewis Bosworth, Lexington, Ky. 
M. M. Copeland, Washington, D.C. 





Samuel M. Day, Sedinnantite. Sen 
A. MacKenzie Manson, Jacks’ville 
Ben A. Johnson Jr., Jacksonville 
George H. Mix, Lakeland 
Charles F. Tate Jr., Miami 
Jack H. Bowen, Jacksonville 
L. L. Parks, Jacksonville 
John H. Mitchell, Jacksonville 
Charles K. Donegan, St. Petersburg 
Edward J. Sullivan Jr., Jack’ville.. 
Sam W. Denham, Jacksonville........ 
Joseph W. Taylor Jr., Tampa 
Richard A. Worsham, Jacksonville 
John A. Shively, Bradenton 
John H. Cordes Jr., St. Petersburg 
Bernard L.N. Morgan, Jacksonville 
Matthew A. Larkin, Miami............ 
Merton L. Ekwall, Jacksonville . 
John P. Ferrell, St. Petersburg...... 
C. Frank Chunn, Tampa 
Thad Moseley, Jacksonville.... 

Wm. A. VanNortwick, Jacksonville 


M. W. Emmel, Gainesville................ 
Wilma Holt, Pensacola 
Mr. H. A. Schroder, Jacksonville 
John T. Stage, Jacksonville........... 
Lorenzo L. Parks, Jacksonville.... 
George F. Schmidt Jr., Miami. 

Richard Chace, Orlando.. 
Mrs. E. D. Pearce, Miami 
Joseph F. McAloon, Hollywood... 
Homer L. Pearson Jr., Miami 
Mrs. Maurine Finney, 
Mr. R. Q. Richards, Fort Myers... 
N. J. Schneider, Jacksonville 
Allen Y. DeLaney, Gainesville........ 
Mrs. R. H. McIntosh, Port St. Joe 
Mrs. Max Suter, Jacksonville 


F. J. L. Blasingame, Chicago....... 


Merle D. Thomas, El Paso 

Douglas L. Cannon, Montgomery 
Chris J. McLoughlin, Atlanta........ 
J. Charles McKee Jr., 
Glenn Hogan, Atlanta.............0.......... 


J. L. Campbell, Orlando ‘ 
B. T. Beasley, Atlanta......... ae eee 





oy SCHEDULE OF MEETINGS 
OR( ANIZATION PRESIDENT SECRETARY ANNUAL MEETING 


Jacksonville, April 8-11, ’60 


Jacksonville, April 10, ’60 
” ” ” ’ 


Miami, June 4, 1960 
Clearwater, May 13-15, ’60 


Jacksonville, April 8, ’60 
” ” ” ” 

Miami Beach, Oct., 1960 
Miami Bch., May 15-18, ’60 
Miami, April 30, ’60 
Miami Beach, June 19-21, ’60 
Tampa, May 15-18, ’60 
Tampa, April 22-23, ’60 

” ” ” ” ” 
Jacksonville, Apr. 8-11, ’60 


Miami Beach, June 13-17, ’60 
Wash., D. C., Nov. 28-Dec. 2, ’60 
El Paso, Texas, Oct. 20-22, 60 
Mobile, Ala., April 21-23, ’60 
Columbus, Ga., May 1-4, ’60 


Miami Beach, May 3-7, 60 


Hollywood, 1961 








Phones 2-0243 — 


drug addiction and alcoholic 


therapy, Insulin, 


activities. 
yacht. 


P. L. Dopce, M.D. 
Medical Director and President I] 


1861 N.W. South River Drive 


A private institution for the treatment of ner- }}/ 
vous and mental disorders and the problems of | 


ern diagnostic and treatment procedures—Pscho- |} 
Electroshock, 
Diathermy and Physiotherapy ‘when indicated. || 
Adequate facilities for recreation and out-door |) 
Cruising and fishing trips on hospital ]})) 


Information on request 
Member American Hospital Association 


“I 





9-1448 


habituation. Mod- || 
Hydrotherapy 
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FLORIDA MEDICAL ASSOCIATION 


Officers and Committees 


OFFICERS 


RALPH W. JACK, M.D., President.......... Miami 
LEO M. WACHTEL, M.D., Pres.-Elect. . . Jacksonville 
EUGENE B. MAXWELL, M.D., Ist Vice Pres., Tampa 
HENRY L. HARRELL, M.D., 2nd Vice Pres... Ocala 
RALPH M. OVERSTREET JR., M.D., 


Sk re West Palm Beach 
SAMUEL M. DAY, M.D., 
SOCHSALY-FVCASUTET ......cccsccccvecs Jacksonville 
EXECUTIVE DIRECTOR 
W. HAROLD PARHAM. ..6.csccsccses Jacksonville 


BOARD OF GOVERNORS 


RALPH W. JACK, M.D.,* Chm., Ex Officio. ..Miami 
RALPH S. SAPPENFIELD, M.D...AL-60....Miami 
REUBEN B. CHRISMAN JR., 


oo eS Coral Gables 
MEREDITH MALLORY, M.D...B-61...... Orlando 
ALPHEUS T. KENNEDY, M.D...A-62.... Pensacola 
S. CARNES HARVARD, ‘M.D.. .C-63.. . . Brooksville 


WILLIAM C. ROBERTS, M.D.. .PP-60. . Panama City 
JERE W. ANNIS, M.D.*..PP-61.......... Lakeland 
LEO M. WACHTEL, M.D.*. .Ex Officio. . Jacksonville 
SAMUEL M. DAY, M.D.*..Ex Officio. . . Jacksonville 
JOHN D. MILTON, M.D...S.B.H.-60........ Miami 
H. PHILLIP HAMPTON, 

(Re gS | ee Tampa 


*Executive Committee 


Subcommittees 
1. Editor of The Journal 
SHALER RICHARDSON, M.D ccci.cccccccccvsscseoveeseeeevoeoos Jacksonville 


2. Public Relations Advisory 
at ~~ R, ANNIS M.D., 





Liaison peperioed Labor. Miami 
ROBERT F. D M. D., News ma... Miami 
W. TRACY HAVEREIELD 


Liaison, Florida Bar Miami 
FRANCIS T. HOLLAND, M.D., Rural Health... Tallahassee 





3. Florida Medical Foundation 
EDWARD JELKS, M.D. 





4. Veterans Care 


ROY E. CAMPBELL, M.D., Chm 
FREDERICK H. BOWEN, M.D...... 
E F. GEIGER, M. - 








RIC tal 
THOMAS W. DORR, M_D..... “Cr Tampa 
L. WASHINGTON DOWLEN, M.D....“D". Miami 

Committees 


COUNCIL AND COUNCILOR DISTRICTS 
— A. eae 


M.D. Fort Lauderdale 
First—-PAUL an a NCO, AP as 


...Pensacola 




















Second—ROBER MICKLER, MD. 2-61....... Tallahassee 
Third—J. y DELL R., EMD lina 3-60................-..... Gainesville 
Fourth—C. NROBERT DeA MAS, 4 fad 4-61... “Daytona Beach 
Fifth—EUGENE B. MAXWELL, M_D.__5-61................... Tampa 
Sixth—MARION W. HESTER, M.D.....6-60 Lakeland 
Seventh—ALVIN E. MURPHY, M.D... 27-60 nn ‘Paim Beach 
Eighth—HUNTER B. ROGERS, M.D...... Miami 


ADVISORY TO SELECTIVE SERVICE 
FOR PHYSICIANS AND ALLIED SPECIALISTS 





CORREN P. YOUMANS, M.D., Chm ad ge Miami 
THOMAS H. BATES, M_D...“A” Lake City 
FRANK L. FORT, M.D.......““B” Jacksonville 








ALVIN L. MILLS, M.D.“C” St. Petersburg 
JOHN D. MILTON, M.D.“D” Miami 








ADVISORY TO BLUE SHIELD 


ROBERT E, ZELLNER, M.D., on. sad Be ciiscicctsinsinsiactated Orlando 
IRVING M. ESSRIG, M.D... Tampa 
ea R. CLEMENTS, MD. biceet O60 















































RALPH S. SAPPENFIELD, M.D.....D-60......-... Miami 
EARL G. WOLF, MLD.....A-61 Pensacola 
CHARLES F. McCRORY, MD..B-61 Jacksonville 
JOHN S. STEWART, M.D.....C-6 Fort Myers 
ALD F. MARION, MD... bay: i Miami 

L. SMITH Je M.D... er Taliah 
JOHN J. CHELEDEN, M_D.....B-62. “Daytona Beach 
4 Avon Park 
LWIN G. NEAL, M.D. ..D-62. “Miami. Shores 
CLARENCE Wa KETCHUM, MD... “K-63. Tallahassee 
ENRY L. M.D...... Ocala 
TAMES R. "BOULWARE R., MD? os mre Lakeland 
RALPH M. OVERSTREET JjR., M.D.....D-63....West Palm Beach 

AGING 
SAMUEL GERTMAN, M.D., Chm.....D-60 Miami 
LOUIS L. AMATO, M.D.....AL-60.................... Fort Lauderdale 
JAMES A. WINSLOW JR . M.D. C61 an mpa 
ALBERT HARDY, M.D....... ae le 
CHARLES a KAHN, MD. ae A- S Pensacola 
BLOOD 

JAMES N. PATTERSON, M.D., chm = ee Tam 

V. MARKLIN JOHNSON, M.D... AL-60......... West Paim Beach 
DONALD ITH, 'M.D.... -60 

MERRILL WHORTON, M.D....B-62... om - 





Cc. ; 
WALTER C. PAYNE SR., M.D......A-63.... Pensacola 





CANCER CONTROL 


GEORGE W. MORSE, M.D., Chim... A-63....2.cccccccscocee- Pensacola 
JOSEPH J. ZAVERTNIK, M M.D. ie 60 Miami 
avian :. MASSARO, M.D......: cone 

AM A. VAN NORTWICK, “iM oo B-61.......... Jacksonville 
ROBERT F. DICKEY, M.D... Miami 











CHILD HEALTH 


WARREN W. QUILLIAN M.D, Chm me AL-60....Coral Gables 
GEORGE S. PALMER, M.D..... Tallah 











J. K. DAVID JR aD cc Bei Jacksonville 
ROBERT F. MIKELL, M.D... 62. South Miami 
IRVING E. HALL JR., M.D.....C-6 Bradenton 





CIVIL DEFENSE AND DISASTER 


Miami 
Tallahassee 
cei tha wan Pensacola 

DEAN STEWARD, M.D... B-6 Orlando 
THEODORE Cc. KERAMIDAS, MDG. Ses Winter Haven 








CONSERVATION OF VISION 

















MARION W. HESTER, M.D., Chm......C-62.................... Lakeland 
EDSON J. ANDREWS, M.D... a <n "Tallahassee 
ALAN BELL, M.D....... as Pensacola 
TAORIE "R. TEASDALE, M.D... “D611... West Palm Beach 
WILLIAM J. KNAUER i ip aa B. eels Jacksonville 
GRIEV ANCE 

DUNCAN i McEWAN, M.D., Chm {Orlando 
JERE W. keland 
WILLIAM ry ROBERTS, M.D Panama City 

FRANCIS H. LANGLEY, M.D St Pesan 
JOHN D. MILTON, M.D Miami 





LEGISLATION AND PUBLIC POLICY 











PHILLIP HAMPTON, M.D., oy — Ee Tamps 
EDWARD R. ANNIS, MD... ~ «AL 
CECIL M. PEEK, M.D.......D-60 ne -scsecseseooceseex West Palm Beach 
GEORGE H. GARMANY, mA D. hod | EEE Tallahassee 
EDWARD JELKS, M.D... Jacksonville 
RALPH W. JACK, M.D. “4 “Stiicio Miami 
SAMUEL M. DAY, M.D. Ex Officio jacksonvil 
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MATERNAL WELFARE 
q a am 
E. ;-Tampa 
a J Ss C-6 y aialad 
JOS PH W. DOUGLAS, MD A63 P L 
RIC :ARD F. STOVER, M.D....... Miami 


MEDICAL ECONOMICS 
FLU :D K. HURT, M.D., Chm.....B-61 





FR! DERICK E. FARRER, a. ae cs .Mia 
ME: RITT R. CLE MENTS, M.D.....A-60. Tailahensee 
RAi PH S. SAPPENFIELD, M.D....D-62..-cccccncecsnece _Miami 


ME: VIN M. SIMMONS, M_LD.....C-63 Sarasota 





MEDICAL EDUCATION AND HOSPITALS 








THOMAS O. OTTO, M.D., Chm...... AL-60. Melrose 
WALTER E. MURPHREE, SS *L Gainesville 
RAYMOND B. SQUIRES, M.D...... A-61 P. l 
JACK Q. CLEVELAND, M.D.....-D-62..-..sssceocccoseocsssssneee Coral Gables 
MADISON R. POPE, M.D.....C-63 Plant City 





Subcommittees 
1. Medical Schools Liaison 




















EDWARD W. CULLIPHER, om + ae |S | ee Miami 
C. BURLING ROESCH, M.D.....AL-60..... Jacksonville 
° Talighasses 
Tampa 
HREE, M. ille 
HOMER F. MARSH, Ph.D.....Univ. “of Miami 

School of Medicine.....1961 Miami 

GEORGE T. HARRELL, M.D., Univ. of Florida 
College of Medicine......1960 Gainesville 

MEDICAL POSTGRADUATE COURSE 

DONALD F. MARION, MD. Chm......AL-6' Miami 
WILLIAM D. CAWTHO M.D......A-60. eee: “Springs 
V. a ee" ae ag NuD -D-61.. sees WV est Palm Beac 
ALBERT G. G jR., M.D....C-6 Lakeland 
WILLIAM C. RT HOMAS JR., M.D.......B-63 Gai ille 





MENTAL HEALTH 
WILLIAM M. C, WILHOIT, M.D., Chm......A-62.........Pensacola 


























ZACK RUSS JR., M.D.....AL-60 Tampa 
MASON TRUPP, M.D....C-60 Tampa 
SULLIVAN G. BEDELL, M.D....B-61....._. Jacksonville 
BERNARD GOODMAN, M.D....D-63.......---- “Miami Beach 
NECROLOGY 

CLIFFORD C. SNYDER, M.D. Chm.....AL-60.... _...Miami 

ALVIN L. STEBBINS, M.D...... 1 
RAYMOND H. CENTER ND. ee 
SCHEFF EL. H. WRIGHT, M.D... Miami 
SAMUEL S. LOMBARDO, M.D....B-63..- jacksonville 

NURSING 

THOMAS C. KENASTON, M.D., Chm....AL-60 Cocoa 
NORVAL M. MARR SR., a> ennai St. Petersbur, 
JAMES R. SORY, M.D... o—> a lace ..West Palm Beac' 
HERBERT L. BRYANS, M.D.....A-62 Pensacola 
LOUIS G. LANDRUM, M.D.....B-63 Lake City 


POLIOMYELITIS MEDICAL ADVISORY 


RICHARD G. ae 2 7. Chm......B-63 bral Gables 
a ‘oral Gables 





DW : 
FRANK H. LINDEMAN JR., 
WILLIAM J. HUTCHISON, 


REPRESENTATIVES TO INDUSTRIAL COUNCIL 
BATSON JR. “>. Chm......A-60 L 














LEROY H. OE TJEN M.D.....AL-60 mo 
RAYMOND R. KILLING ER, M.D... _* | Jacksonvitte 
CHARLES LARSEN JR., M.D.....C-62 land 
MAURICE M. RS ETENFIELD, ie, "aeons Miami 


Special Assignment 
1. Industrial Health 
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SCIENTIFIC WORK 
THAD MOSELEY, M.D., Chm....AL-60 Jacksonville 
GEORGE T. HARRELL, M.D.B-60 Gainesvi 
JOHN M. PACKARD, M.D.. Ker. Pensacola 








Miami 
...St., Petersburg 


FRANZ H. STEWART, M.D 
CHARLES kK. DONEGAN, 








STATE CONTROLLED MEDICAL INSTITUTIONS 


WILLIAM D. ROGERS, M.D., Chm......A-60 
ACHILLE 3 “MONACO, M.D... - 60 


Chattahoochee 
Daytona Beach 












DONALD W. SMITH, M.D.....D-6 Miami 
LAWRENCE H. KINGSBURY, Mi - ..B-62 woe Orlando 
HERSCHEL G. COLE, M.DaC-63.o.ccec:coccsssoncesoceeevneseen von ampa 


TUBERCULOSIS AND PUBLIC HEALTH 








Special Assignment 
1. Diabetes Control 


VENEREAL DISEASE CONTROL 





Cc. SHACKELFORD, M.D., Chm......A-61.................. Panama City 
HOLLIS F, GARRARD, M.D......AL-60 Miami 
LORENZO L. PARKS, aa — linciecndiinietieatnaninneseaiiied J schesastie 





JACK A. McKENZIE, M.D... 
WESLEY W. WHSON, iD Bere en 








WOMAN’S AUXILIARY ADVISORY 


StpeEY.G- G. KENNEDY de M. D.. Chm...... AL-60........... Pensacola 





oaths CLEMENTS, M.D....... | eee. Tallahassee 
CHARLES McC. GRAY, MD. nial ater Tampa 
L. WASHINGTON DOWLEN, _- as ee Miami 
GORDON H. IRA, M.D.......B-63 Jacksonville 





A.M.A. HOUSE OF DELEGATES 


REUBEN B. ag jR., M.D., menage. ....Coral_ Gables 











FRANK D. GRAY, M.D., Alternate... secscseceserneee Ot Lando 
ras erms expire Dec. 31, “1960) 

FRANCIS T. HOLLAND, M.D., Delegat Tallahassee 
MADISON R. POPE, M.D., Alternate... Plant City 
(Terms expire Dec. 31, 1960) 

MEREDITH Mall Cnt, M.D., Delegat Orlando 
EUGENE G. EK JR., M.D., Alternate... a 


rg on expire Dec, 31, 1961) 
BURNS A. DOBBINS JR., M.D., Delegate.......Fort Lauderdale 
















WALTER E. MURPHREE, M.D., Alternate. ....Gainesville 
(Terms expire Dec. 31, 19 
BOARD OF PAST PRESIDENTS 
FREDERICK J. WAAS, M.D., 1928 Jacksonville 
WILLIAM M. ROWLETT, M.D., 1933 Tampa 





















ORION O ST. ' 
EDW LKS, M.D., 1937..... Jacksonville 
uderdale 

IN Miami 

a ‘ Ocala 

MD. 1 Jacksonville 

THOMAS SR., M.D., 1947 Gainesville 

JOSEPH S. STEWART, M.D., 1 Miami 
WALTER C. PAYNE SR., Pensacola 
HERBERT E. WHITE, M.D., 195 St. Augustine 
DAVID R. MURPHEY JR., M.D., 195 Bannnnnccennnneeccsssseeseseessesees — 
ERT B. McIVER, M.D., 1952......... acksonville 


‘alm Beach 


DUNCAN T. Mc N , 195 Orlan 
JOHN D. MILTON, M.D.,_ 1955......... Miami 
FRANCIS H. LANGLEY, M.D., 1956 . Petersburg 


; “Fanart City 





LLI 
JERE W. ANNIS, M.D., Secy., 1958 
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